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ABSTRACT OF THE DISSERTATION
Prostate Cancer Screening Intention Among Black Men: A Multivariate Analysis
by
Crystal Renee Clarke
Doctor of Philosophy, Graduate Program in Family Studies
Loma Linda University, September 2015
Dr. Curtis A. Fox, Chairperson

Prostate cancer is one of the leading causes of death among Black men, and
widespread lack of screening contributes to the mortality burden. The purpose of this
present study was to evaluate the effect of relationship intimacy with individual intent to
screen using the digital rectal examination (DRE) among Black men. The human
ecological theory of human development was a good fit for this present study, as
individual health status and population health disparities are embedded in larger
historical, geographic, socio-cultural, economic, and political contexts. The ecological
framework allows researchers to attempt to identify the influences of all these factors.
This study used secondary data collected through Project CHANGE (Changing
Health for Adult Men with New and Great Experiences) based on a convenience sample
of 470 English-speaking, Black (African American and Immigrant Black) men 21 years
and older recruited from California and New York. Hierarchical ordinary least squares
regression was used for data analysis. The main objective of the present study was to gain
a better understanding of how intimacy and contextual factors influence prostate cancer
screening intention among Black men. Intimacy predicted prostate cancer screening
intention, suggesting that greater levels of relationship intimacy were associated with
greater intention to screen for prostate cancer. Compared to African American men,
xiii

Immigrant Black men were more likely to report an intention to screen for prostate cancer
when they reported experiencing a strong sense of intimacy in close relationships.
Implications for theory, research and practice were noted. The findings of this study
make a contribution to the understanding of prostate cancer screening intention among
African American and Immigrant Black men.
Keywords: African American men, Immigrant Black men, Prostate Cancer,
Families, Family Life Education, Intimacy, Relationships
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CHAPTER ONE
INTRODUCTION
Prostate cancer is the most common male malignancy in Western countries
(Colloca & Venturino, 2010). As a public health issue, prostate cancer adversely affects
the lives of men and their social environment. Because Black men experience higher rates
of prostate cancer than White men, prostate cancer can also be considered a health
disparity. Prostate cancer screening, diagnosis, and treatment pose specific physiological
and psychological challenges for men and their families (Chism & Kunkel, 2009).

Background
Prostate cancer is the fifth leading cause of cancer death in the United States
(Siegel, Naishadham, & Jemal, 2013). Epidemiological trend estimates communicate
that prostate cancer is on the verge of becoming a very important worldwide health
concern (Delongchamps, Singh, & Haas, 2007). The projected incidence of prostate
cancer in the United States in 2015 is 220,800 with mortality counts estimated at 27,540
(American Cancer Society, 2015). According to Mitschke (2012), the incidence and
mortality rates of prostate cancer among Black men far exceed that of any other
racial/ethnic group. Between 2005 and 2009, the incidence of African American men
with prostate cancer was 228.7 per 100,000, which is about 63% higher than the
incidence of prostate cancer among Caucasian men (Siegel et al., 2013).
The disparity in prostate cancer incidence and mortality is not limited to African
Americans in the U.S. Black male populations outside of the United States also have a
high incidence and mortality rate associated with prostate cancer. A study in Kingston,
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Jamaica discovered a very high age-adjusted incidence of prostate cancer from 19891993. The researchers found an average incidence of 304 per 100,000, a risk even higher
than the one found among African American men (Glover et al., 1998). Additionally,
researchers detected the prevalence of prostate cancer in Afro-Caribbean males residing
in Tobago to be about three to four times higher than the rates reported from
predominantly Caucasian populations, with an incidence of prostate cancer in Tobago
estimated at 151 per 100,000 (Bunker et al., 2002).
Prostate cancer screening and diagnosis are crucial issues in the Black
community. The involvement of family and friends has been identified as influential
factors for Black men regarding their intention to be screened for prostate cancer (Jones
et al., 2010). However, little is known about how significant this involvement is and how
it relates to other factors within their environment.

Objective
The main objective of the present study was to gain a better understanding of how
intimacy and contextual factors influence prostate cancer screening intention among
Black men. Increased understanding of screening intention would provide information
for health promotion to aid in the reduction of health disparities. Healthy People 2020, a
national initiative with 10-year goals and objectives for health promotion and disease
prevention, defined health disparities as a type of health difference that is closely linked
with an economic, social, and environmental disadvantage (United States Department of
Health and Human Services, 2014b). Eliminating health disparities, addressing social
determinants of health, improving access to quality health care, and improving the
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availability and dissemination of health-related information are some of the broader
issues addressed by Healthy People 2020 (United States Department of Health and
Human Services, 2014b).
Health disparities are health outcomes that adversely affect people based on their
racial or ethnic group or other characteristics that can be linked to discrimination or
exclusion. An example of a health disparity might include lack of health insurance due to
socioeconomic status or poor treatment in a physician’s office due to a healthcare
professional’s assumptions based on the patient’s race, gender, or body size. In 2008,
approximately 33% of the United States population (or around 100 million persons)
identified themselves as belonging to a racial or ethnic minority population (United States
Department of Health and Human Services, 2014b). Health disparities therefore affect a
substantial portion of the United States population. Population-based health outcome
data for African Americans show that, due to historical and contemporary trends in racial
and ethnic discrimination, this population is one of particular concern for public health
professionals (Jones, 1992). Beyond institutionalized racism, there are also cultural
reasons that Black men do not avail themselves of prostate cancer screening (Oliver,
2007). In an effort to understand these contextual factors, this study explores the
following research question: Does intimacy relate to prostate cancer screening intention
among Black men in the United States?

Rationale
Black men have a higher risk of developing prostate cancer compared to other
men in the general population. However, screening in this population has been

3

considered suboptimal (Scales, Antonelli, Curtis, Schulman, & Moul, 2008). Though
Afro-Caribbean men are not less likely than White men born in the U.S. to undergo initial
PSA screening, they are less likely to continue with annual PSA testing, which would
provide a more accurate evaluation of cancer risk. Continuity in prostate cancer
screening among African American and Afro-Caribbean patients requires culturally
appropriate outreach efforts and educational interventions (Gonzlez, Consedine,
McKiernan, & Spencer, 2008).
Several cultural factors including knowledge about prostate cancer, health beliefs,
and relationships with primary healthcare providers have been identified as influential
factors in the lack of participation in screening for prostate cancer among Black men
(Woods, Montgomery, Belliard, Ramirez-Johnson, & Wilson, 2004). However, a better
understanding of the reasons why Black men do not avail themselves for prostate cancer
screening is essential (Oliver, 2007).
In their review of the literature, Pedersen, Armes, and Ream (2011) made a few
observations that point to the need for this present study. The authors above found that
knowledge is lacking in regards to what factors negatively influence Black men from
deciding to get screened for prostate cancer. Screening for prostate cancer remains highly
controversial. There is some debate about the utility of prostate cancer screening. Prostate
cancer screening is sometimes associated with over diagnosis and subsequent over
treatment. Over diagnosis refers to the situation where a non-life threatening tumor is
detected. The term over treatment is used when patients with non-life threatening tumors
seek treatment, which may result in sexual dysfunction (National Cancer Institute, 2012).
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As a result, researchers have identified the need to understand the decision-making
factors for screening (Jones, Steeves, & Williams, 2010).
Systematic evaluation of the factors that influence prostate cancer screening
intention among Black men is needed (McDowell, Occhipinti, & Chambers, 2013;
Pedersen et al., 2011). Most studies focus on factors that influence prostate cancer
screening behavior among Black men (Jones et al., 2010; Parchment, 2004; Plowden,
2006; Woods et al., 2004), rather than prostate cancer screening intention. There is a
dearth of literature in regards to prostate cancer screening intention and the interaction
between familial and contextual factors (Jones et al., 2010; McDowell et al., 2013). An
understanding of these factors and how they relate to increasing screening behavior is
necessary when developing interventions that focus on improving knowledge and
understanding of disease-specific information (McDowell et al., 2013).
One of the main challenges with prostate cancer prevention and control is the idea
that early detection and aggressive treatment might not reduce the mortality rate for men.
Unfortunately, early detection and aggressive treatment is often associated with
morbidity issues that affect men’s sexuality, sexual function and overall quality of life.
Sexual dysfunction may include erectile dysfunction and frequent urination (American
Cancer Society, 2015). The National Cancer Institutes noted in 2012 that most tumors of
the prostate are slow growing and might never cause a threat to life (National Cancer
Institute, 2012), knowledge that might encourage men to postpone their own screening.
However, in 2015, the National Cancer Institute explained a disparity-based phenomenon
in which Black men both have more aggressive cancers and are diagnosed at a younger
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age than Caucasian men, indicating a need for targeted, culturally appropriate
interventions among this population.
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CHAPTER TWO
CONCEPTUAL FRAMEWORK
Prostate cancer affects Black men at a disproportionate rate (Pedersen et al.,
2012), and multiple factors in their environment have been identified as influencing this
rate (Bunker et al., 2002). The family system, in its interaction with other factors in the
environment, is a novel context for examining prostate cancer screening intention among
Black men. Urie Bronfenbrenner’s (1979) ecological theory of human development will
be used to delineate the critical contextual and familial factors identified in the literature,
and, as health and health disparities are embedded in larger historical, geographic, sociocultural, economic, and political contexts (Williams & Jackson, 2005), a discussion on
the theoretical relationship amongst these factors in regards to prostate cancer screening
among Black men is warranted.

The Ecology of Human Development/Ecological Systems Theory
Ecological systems theorists have argued that the wider environment influences
health and behavior. The “environment” comprises a set of nested structures, each
located physically and metaphorically within the next. The various levels may include
interpersonal, socio-cultural, policy, and physical environmental factors, and these levels
influence and interact with one another (Bronfenbrenner, 1979; Patrick, Intille, &
Zabinski, 2005). As an example, a romantic partner’s encouragement might increase the
likelihood that an individual would advocate for changes in the workplace that allow for
healthy decision-making among employees. Urie Bronfenbrenner has been known for his
ecological theory of human development (also called “ecological system theory”).
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Bronfenbrenner divided the environment into four levels: microsystem, mesosystem,
exosystem, and macrosystem. These systems play a role in influencing the way
individuals develop and adapt as humans (Strong, DeVault, & Cohen, 2011), and, in turn,
individuals influence these systems.

Microsystem
The microsystem is defined as a pattern of roles, behaviors, attitudes, activities,
and interpersonal relations experienced by a person in any given setting. “Roles”
includes the function assumed or part played by a person or thing in a particular situation,
and a “setting” could be the home, church, work or another place where face-to-face
interaction occurs (Bronfenbrenner, 1979). It is relevant to this framework, then, that the
sexuality and health beliefs of Black men are discussed, as they may be influenced by
their role as a romantic partner and the behaviors, attitudes, and activities expected by
such a role.

Sexuality and Health Beliefs
Sexuality may be viewed as an integral part of a Black man’s identity and plays a
significant role in his health beliefs. Black men have been found to fear visits to the
doctor's office, the symptoms of prostate cancer, and the side effects associated with
treatment, particularly loss of sexual function, as well as demonstrating increased rates of
prostate cancer fatalism (Forrester-Anderson, 2005). The researcher found that
participants found it difficult to ignore the stigma surrounding sexual difficulties, partly
due to a culture laced with sexual competition and one-upmanship (Forrester-Anderson,
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2005).
A sense of embarrassment regarding the physical nature of the digital rectal exam
was another theme found by Forrester-Anderson (2005). One respondent noted that
“men shy away because of the finger test” (p.26). The perceptions of the digital rectal
examination are linked to one’s view of sexuality, in which men may view ‘the finger
test’ as a violation of their masculinity due to its perceived connotations of homosexual
behavior. Additionally, a related qualitative study with a diverse ethnic/cultural sample
found that men viewed the loss of sexual function as a challenge to their masculinity.
Moreover, some Black men reported that their Black male associates were reluctant to
disclose information about their prostate cancer diagnosis and fearfully postponed
treatment or forgoing treatment altogether in to preserve their sexual function (Fergus,
Gray, & Fitch, 2002).

Mesosystem
The interrelations between two or more persons are characteristics of the
mesosystem (Bronfenbrenner, 1979). Previous research findings suggest that the
interactions between men and their families was an influential factor in decisions about
men’s individual health behaviors (Jones et al., 2010; Toles, 2008). However, this area
of research is limited, and more research is needed in the area of familial influence in the
decision-making process for prostate cancer screening.

Family System and Health Behavior
Myers et al. (1996) found that familial support was significantly associated with
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decisions regarding prostate cancer screening and men’s willingness to seek health advice
from health professionals. This qualitative study highlights the impact family members
and friends have in the decision-making process in prostate cancer screening activities.
Myers et al. found that Black men trusted the opinions of their relatives and believed that
family and friends had their best interest in mind related to sensitive health issues. This
study also points out one way this works in a relationship setting: one participant reported
that his wife suggested that he get screened by his doctor and kept track of his doctor’s
appointment (Myers et al., 1996). Queenan, Feldman-Stewart, Brundage, and Groome
(2010) suggested that quality of social support could be the most powerful psychosocial
factor that affect with prostate cancer patients, and there may be a similar effect among
men who are encouraged to seek prostate cancer screenings. The inclusion of family
members in health decision-making processes could motivate men to take the necessary
steps to maintain health, get screened for prostate cancer, and seek out the help of
healthcare professionals (Jones et al., 2010; Toles, 2008). Relationship with physicians,
medical mistrust, social support, family/friends influence and quality of committed
relationship are additional factors which exist within the mesosystem and will be
discussed in the literature review.

Exosystem
The exosystem usually does not involve the developing person, but the settings in
this system indirectly influence the person (Bronfenbrenner, 1979). In the case of
prostate cancer screening, the discourse among physicians, epidemiologists, and other
professionals who work on prevention and control of prostate cancer may represent the
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exosystem, which also includes the controversy surrounding prostate cancer screening
and whether early detection and treatment actually decreases mortality. Legislation,
included the recent U.S. legislation “Patient Protection and Affordable Care Act,” as well
as the existence of health disparities, are also aspects of the exosystem and will be
discussed further in the literature review. In addition, medical procedures, including the
two most common prostate cancer screening tests, are part of the exosystem.

Prostate Cancer Screening Tests
One of the commonly known screening options for prostate cancer is a digital
rectal exam (DRE). The DRE allows a doctor to physically examine the prostate gland in
men, checking for size and material consistency of the prostate. In addition he/she would
feel for bumps, irregularities, soft or hard spots, and other abnormalities (American
Society of Clinical Oncology, 2011). This test is somewhat subjective, relying on a
physician’s individual interpretation of a gland.
In 1987, the prostate-specific antigen (PSA) testing was introduced as a specific
and significant screening tool. There are mixed reviews on the test, as it has resulted in an
enormous increase in reported incidence of prostate cancer in the United States (Barry,
2001), not all of which is clinically significant. Caplan and Kratz (2002) noted that the
PSA test is a major screening tool for prostate cancer. According to Barry (2001), the
prostate-specific antigen (PSA) is a glycoprotein produced almost exclusively by the
epithelial component of the prostate gland; increased levels beyond the normal range
indicate evidence of a growing tumor. In the United States, the standard for annual
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screening consists of a DRE and determination of serum PSA levels (American Society
of Clinical Oncology, 2011). Current PSA levels and classification follow:
Normal < or = 4.0 ng/ml
Borderline 4 ng/ml – 10 ng/ml
High >10 ng/ml

Prostate Cancer Screening Controversy
The absence of consensus about screening is a potential challenge to prostate
cancer prevention and decision making in regards to screening (Woods et al., 2004b). As
mentioned earlier, PSA testing is one of the screening options for men. However, Caplan
and Kratz (2002) noted that there is controversy surrounding PSA testing. Professionals
are not sure whether PSA screening saves lives since some men with prostate cancer may
have normal readings for PSA (Caplan & Kratz, 2002). Also, some men with benign
prostate conditions may have slightly elevated PSA readings (Caplan & Kratz, 2002). In
essence, the PSA test lacks specificity and sensitivity; it has problems with both false
positives and false negatives. Some organizations in the United States have begun to
caution against yearly PSA screening of the population due to the learned harms
associated with early detection and treatment (National Cancer Institute, 2012). As
mentioned above, PSA testing is associated with over-diagnosis and subsequent overtreatment, as the PSA test may detect small tumors that would never threaten a man’s life
due to their slow growth. Over-treatment, or the treatment of over-diagnosed tumors, can
lead to wasted health resources as well as unnecessary health complications among
otherwise healthy men (National Cancer Institute, 2012).
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Until recently, many doctors and professional organizations encouraged yearly
PSA screening for men beginning at age 50. Some organizations have further
recommended screening to begin at age 40 or 45 for men at a higher risk of developing
prostate cancer, including African American men and men whose father or brother had
prostate cancer (American Cancer Society, 2014; National Cancer Institute, 2012). The
controversy surrounding using the PSA test as a screening tool is attributed to the absence
of randomized trials providing substantial evidence that early detection and aggressive
treatment of prostate cancer can reduce mortality (Barry, 2001). Two of the largest
randomized trials of prostate cancer screening are the European Randomized Study for
Screening for Prostate Cancer (ERSPC) and Prostate, Lung, Colorectal, and Ovarian
(PLCO) Cancer Screening Trial conducted by the National Cancer Institute (National
Cancer Institute, 2012; Heidenreich et al., 2011). Unfortunately, these randomized trials
produced contradictory results.
The primary outcome of the ERSPC study was the rate of death from prostate
cancer in several European countries. PSA was measured using Hybritech assay systems.
A PSA of 3.0 ng per million was used as a cut-off by many centers, which was followed
by a biopsy (Schröder et al., 2009). There was little indication of a difference between
the treatment offered to persons in the control group and treatment group. The ERSPC
participants were followed up from the time of randomization to death; average follow-up
was 8.8 years (median 9.0 years). The average screening interval was four years with an
82 % compliance rate within the screening group (Schröder et al., 2009). Analysis of the
data showed a significant association between PSA screening and an absolute reduction
of .71 prostate cancer deaths per 1000 men. In essence, Schröder et al. (2009) found a
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relative reduction in the rate of prostate cancer death of 20% among men between the
ages of 55 and 69 years at study entry.
Similar to the ERSPC study discussed above, the prostate component of the
PLCO cancer screening trial was conducted to examine whether there is a reduction in
prostate cancer mortality rate from screening using PSA. The researchers in the PLCO
study also used DRE as a screening tool (Andriole et al., 2012). Between November
1993 and July 2001, 76,685 men aged 55-74 were enrolled at 10 screening centers
throughout the United States. The participants were randomly assigned to the control
group or the group selected for annual PSA screening, which was conducted for six years,
and annual DRE, conducted for four years. In 2006, all screening was completed. A
PSA value of 4.0 ng/mL or suspicious DRE was defined as a positive test. An annual
follow-up questionnaire and periodic linkage to the National Death Index was utilized to
ascertain all cancers, deaths and causes of death (Andriole et al., 2012).
Andriole et al. (2012) did not find a reduction in prostate-cancer related morbidity
among men who took part in annual PSA and DRE screenings for six and four years
respectively. In essence, an association between screening and a reduction in mortality
was not found, contrary to the findings presented in the ERSPC study. There are several
plausible explanations for the difference in findings in the two studies. Andriole et al.
(2012) mentioned that the difference in treatment offered to the different groups in the
ERSPC study could provide some explanation for the reduction found. They also noted
several studies suggesting that radical prostatectomy was associated with improved
mortality in young men.
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The debate about the utility of prostate cancer screening is adding to the
environment a level of uncertainty and ambiguity about whether men should be
encouraged for or cautioned against screening. Also, men may be apprehensive about
heeding the advice of health professionals because they seem to provide contradictory
information.

Policy and Lack of Participation
Though participation of African Americans in clinical and public health research
is essential for addressing health disparities, their participation in many research studies
is considerably low (Freimuth et al., 2001). According to Toles (2008) the medical
maltreatment and healthcare disparities breeds a sense of mistrust for the healthcare
community among men of African descent. Also, the Tuskegee study evoked great anger
and fear of the medical institution within the African American community (Jones, 1992).
Black men’s lack of participation in research studies could be viewed as an
example of how these men influence their environment and how the environment then
influences these men. Policy makers and researchers are aware that their studies
comprise samples with characteristics that do not represent or compare to Black men.
The lack of representativeness present in many research samples is viewed as a limitation
for many studies, the ERSPC and PLCO studies included. As a result of this longstanding phenomenon, many of the policies and health theories developed by researchers
may not apply to Black men. However, if Black men are not included in research studies,
it will be virtually impossible for professionals to understand how prostate cancer
operates in this population as to provide relevant and appropriate recommendations. The
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environment, researchers and their findings influences men and men influence the
environment.

Macrosystem
The macrosystem includes belief systems, race, socio-economic status, ethnicity,
sexuality, and other cultural (Bronfenbrenner, 1979). A discussion on culture and socioeconomic status as they relate to prostate cancer screening will be discussed below.

Culture
Simply put, culture is a way of life (John & Porter, 2012). Culture can also be
described as a social construct that involves a pattern of behavior that we cannot live
without. Culture is learned through interaction with others; it is shared and transmitted
through members of society. Though culture is universal, in that there is no society
without culture, the way persons practice their culture varies across time, geographic
location, and family structure (John & Porter, 2012). Cultural factors, including
knowledge of prostate cancer and the interaction of religion and health, do influence a
Black man’s intention to screen for prostate cancer (Fergus, Gray, & Fitch, 2002), and
these factors will be further discussed in the literature review.
Senior and Bhopal (1994) have argued that results from studies focusing on
ethnicity and health are helpful in the planning of health services. There are several
ethnic backgrounds represented in the United States, which include but are not limited to
White/Caucasian, African American/Black, Asian, and Latino/Hispanic. Senior and
Bhopal also argue that researchers who observe variations in the prevalence of disease
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among the various ethnicities should conduct a detailed examination of the relative
importance of environmental, lifestyle, cultural, and genetic influences. Unfortunately,
the mortality rate of Black men with prostate cancer has not been effectively reduced
despite the multitude of studies investigating the phenomena. Researchers may now need
to move beyond citing the differences between the sub-groups to an investigation of
within-group differences (Toles, 2008).
Among non-Hispanic Blacks in the United States, for example, diversity exists
and matter in terms of health outcomes. Those reporting their ancestry and/or country of
birth in the predominantly Black islands of the Caribbean, including such places as
Jamaica and Trinidad and Tobago, but not Guyana, are referred to as ‘Afro-Caribbean’
(Logan & Deane, 2003). People reporting their ancestry and/or country of birth as a
specific sub-Saharan African country are referred to as ‘African,’ and the remainder of
the Black population, including those who report their ancestry as ‘African’ without a
specific country reference but whose place of birth is not Africa, as ‘African American’
(Logan & Deane, 2003).
One known risk factor for prostate cancer is ethnicity. Men of African descent
are particularly at risk for prostate cancer, although the reason is unknown. Genetics
might provide an explanation for the elevated risk amongst men of African descent
(Bunker et. al, 2002), although other researchers suggest differences in diet and lifestyle
as a plausible explanation (American Society Clinical Oncology, 2011; Chan, Gann, &
Giovannucci, 2005).
Though Black men are at a high risk of developing prostate cancer, they are less
likely to participate in digital rectal exams (Ross, Taylor, Richardson, & Howard, 2009)
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and less likely to continue with annual PSA screening (Gonzalez et al., 2008). Several
cultural factors including knowledge about prostate cancer, health beliefs and
relationships with primary healthcare providers have been identified as influential factors
in the lack of participation in screening for prostate cancer among Black men (Woods et
al., 2004). Also, perceptions of racial discrimination are associated with poorer physical
and mental health status (Williams, Neighbors, & Jackson, 2003).
Mutetwa et al. (2010) considered place-of-birth as a possible factor for prostate
cancer risk. The authors found that African Caribbean men were diagnosed later in life
and had a higher mortality rate when compared to men of African ancestry living in
Brooklyn. Other researchers found that Indigenous Nigerian men and NigerianAmerican men differed significantly on several prostate cancer personal cognitivebehavioral factors, including perceived susceptibility to prostate cancer, attitude to
prostate cancer screening, and prostate cancer knowledge. Black men from different
regions seem to fair better if they spend time living in the United States when compared
to living in the Caribbean and African continent (Odedina et al., 2009).

Prostate Cancer Disparity after Adjusting for Socioeconomic Status
The marked disparity in prostate cancer incidence and mortality among Black
men, when compared to other racial/ethnic groups, is disturbing. Though socioeconomic
status has been provided as a plausible explanation for the disparity in health status,
several researchers have found that the difference persisted even after controlling for
socio-economic status and other factors (Cheng et al., 2009; Powell, Schwartz, &
Hussain, 1995).
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According to Powell et al. (1995), African American men had a higher incidence
of advanced-stage prostate cancer at the time of diagnosis when compared to Caucasian
American men. In their study, Powell et al. (1995) did not find an association between
financial access to care and the higher proportion of disease and poorer survival of
African-American patients with prostate cancer compared with Caucasian American men.
Also, Cheng et al. (2009) found that African Americans were at an increased risk of
prostate cancer deaths in comparison to non-Hispanic Whites across all levels of
socioeconomic status. After adjusting for socioeconomic status, prostate cancer health
disparities seem to persist.

Conclusion
According to Bronfenbrenner (1979), the environment influences individuals, and
the reverse is also true; that is, individuals also influence the environment.
Bronfenbrenner’s theory was divided into four subsystems; each system plays a unique
role in the development of human beings. The environment is made up of the
microsystem, mesosystem, exosystem, and macrosystem and each system is nested in
each other. Using the ecological systems theory to help explain health behavior and
attitudes is a somewhat new phenomenon (Patrick et al., 2005). This theory is quite
appropriate for dealing with health disparities since health disparities are embedded in
larger contexts (Williams & Jackson, 2005).
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CHAPTER THREE
REVIEW OF LITERATURE
Bronfenbrenner suggested that the influence from the exosystem and
macrosystem trickles down to the individuals who exist in the immediate environments,
microsystem, and mesosystem (1979). The flow of the literature will follow that same
model, beginning at the broader context, the macrosystem, following through to the
individual context, the microsystem. In this section, I explore the epidemiology of cancer
and psychosocial and familial factors that influence prostate cancer screening intention
among Black men.

Cancer
The disease known as “cancer” refers to abnormal cells that grow out of control
and invade other tissues, which is something normal cells cannot do. Cancer can result in
death if the spread of abnormal cells is not controlled. One-third of all women and half
of all men in the United States will develop cancer during their lifetimes (American
Cancer Society, 2014). Not all tumors are cancerous; benign tumors are almost never life
threatening, and they cannot invade other tissues. Cancer of the prostate begins with an
growth of abnormal cells in the prostate gland, a male-specific sexual organ. There is no
cure for cancer, although a regimen of chemotherapy and radiation treatment can reduce
the size and growth rate of tumors, and surgical interventions can often remove cancerous
tumors from patients’ bodies.
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Signs and Symptoms
Prostate cancer usually has no symptoms during the early stages and can only be
detected using one of the two tests discusses previously. The American Cancer Society
(2014) has identified the following symptoms as common to advanced disease:
(a) delayed urination,
(b) leakage of urine,
(c) straining when urination,
(d) blood in urine and/or semen,
(e) and bone pain, mostly in lower back and pelvic bones; this symptom is more
common in cancer that has metastasized.

Risk Factors
The well-established prostate cancer risk factors are increasing age, African
ancestry, a family history of the disease, and certain inherited genetic conditions
(American Cancer Society, 2015). A diet high in processed foods and occupational
exposures of firefighters (ex. toxic combustion products) may also increase one’s risk of
prostate cancer in general.
Though prostate cancer may be prevalent among men in the United States and the
African Diaspora, little is known about what causes the disease. The lowest rates for
prostate cancer is usually in Asian men especially Chinese people in Tianjin, China. The
highest rates are in Scandinavia and North America, especially in African-American
people in the United States (Gronberg, 2003).
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Age
Age has been identified as a risk factor for prostate cancer. Approximately 60%
of all prostate cancers are diagnosed in men 65 years of age and older; 97% occur in men
50 years and older. Some Black men have received a prostate cancer diagnosis as young
as age 40 (American Cancer Society 2014).

African Ancestry
The highest documented prostate cancer incidence rates in the world have been
recorded from African American men and African-Caribbean men (American Cancer
Society, 2015). However, the reasons for the high rate of prostate cancer among Black
men are not known but are likely multi-factorial, combining environmental and genetic
factors (Delongchamps at al., 2007). According to Bunker et al. (2002), one of the known
risk factors for prostate cancer is ethnicity; men of African descent are particularly at risk
for prostate cancer although the reason is unknown. Researchers found that the
prevalence of prostate cancer in Afro-Caribbeans residing in Tobago between the ages of
50-79 was about three to four times higher than the rates reported from predominantly
Caucasian populations. Genetics might provide an explanation for the elevated risk
amongst men of African descent (Bunker et. al, 2002).

Family History
Shared genetic and environmental factors and their interactions are usually
referred to as family history (Colloca & Venturino, 2010). A history of prostate cancer is
considered a significant risk factor. Close blood relatives, such as fathers, full brothers or
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male children of patients with prostate cancer have a two-fold to three-fold increased risk
of developing the same (Gronberg, 2003). Genetic studies suggest that there might be a
strong familial predisposition that could account for 5%-10% of prostate cancers.
BRCA2 mutation phenotype and Lynch syndrome are inherited conditions associated
with an increased risk of the disease (American Cancer Society, 2014). Prostate cancer in
families could be due to genetic susceptibility, exposure to common environmental
factors or chance (Gronberg, 2003).

Diet
Vitamin D has been identified as a potential protective factor for the development
of prostate cancer. Protective factors decrease one’s risk of development prostate cancer.
Whereas milk, dairy, calcium, saturated fat, zinc at high doses, and heterocyclic amines
have been identified as potentially risky factors (Chan et al., 2005). Additionally an
increase in Vitamin D intake has been linked to a decrease in prostate-specific antigen
(PSA) levels in men with metastatic prostate cancer (Woo, Choo, Jamieson, Chander, &
Vieth, 2005). For example, Bunker et al. (2002) noted a difference in the diet between
Asian Indian Trinidadians and Afro-Tobagonians. The authors hypothesized that the
regular consumption of ‘tomato choka,’ a kind of cooked salsa, could be a protective
factor for Asian Indian Trinidadians. Other risk factors include excessive alcohol use,
high-fat diet, exposure to cadmium, and Agent Orange (American Society of Clinical
Oncology, 2011). Some researchers found dietary associations for prostate cancer
incidence and prostate cancer progression/survival, but it is important to note the research
is not conclusive for many of the nutritional risk or protective factors.
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Obesity
Links have been made with obesity and risk for a prostate cancer diagnosis and
increased risk of dying from prostate cancer (American Cancer Society, 2014). However,
data on the association between obesity and prostate cancer etiology are inconsistent.
Some studies found a link between obesity and a decrease in risk of low-grade tumors as
well as an increase in risk of high-grade prostate cancer (Hsing, Sakoda, & Chua, 2007).

Prostate Cancer Prevention
Some cancers can be prevented completely; unfortunately prostate cancer is not
one of those cancers (American Cancer Society, 2014). In the case of prostate cancer,
screening offers the opportunity for secondary prevention by detecting cancer early, prior
to the existence of symptoms. Early detection of cancer results in less extensive treatment
and better outcomes. The American Cancer Society also describes the following current
screening guidelines for the early detection of cancer in average-risk asymptomatic
people (men ages 50+):
Men who have at least a 10-year life expectancy should
have an opportunity to make an informed decision with
their health care provider about whether to be screened for
prostate cancer, after receiving information about the
potential benefits, risk, and uncertainties associated with
prostate cancer screening. Prostate cancer screening
should not occur without an informed decision-making
process. (p. 68)
Men at high risk, such as African American men with one first-degree relative who had
prostate cancer, should begin the discussion with their health-care provider at age 45, and
men at an even higher risk, who had more than one first-degree family member with
prostate cancer, should begin the discussion at age 40.
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Experts agree that an individual should be provided with information and allowed
to make a decision regarding prostate cancer screening (American Cancer Society, 2014;
Plowden, 2006), and, in fact, such a recommendation is in line with professional and
ethical standards of healthcare providers. However, considering the history of medical
exploitation of African American men in the United States, special effort must be taken
to address issues of informed consent (Kendrick, Montgomery, & Ouattara, 2009).
Lack of culturally sensitive health care could result in African American men
distancing themselves, which would not aid in the elimination of health disparities, but
possibly make things worse (Kendrick et al., 2009). African American men may make
attempts to be part of the decision-making discussion regarding screening, but their
attempts may be politely rejected (Kendrick et al., 2009). African American men may
perceive this kind of control in the patient-provider relationship as condescending,
offensive and racially motivated. Additionally, African American men are sometimes
provided with screening recommendations based on successful results with White males,
regardless of whether they are truly applicable to the African American man’s experience
(Kendrick et al., 2009).
Unfortunately, health care providers may be unaware of their lack of cultural
sensitivity or experience unconscious racial bias. Unconscious racial bias or implicit bias
occurs when someone consciously rejects stereotypes and support anti-discrimination
efforts but also holds negative associations in his/her mind unconsciously (Godsil, 2011).
In a study that evaluated implicit bias among 287 medical residents, researchers found
that participants reported no explicit presence for White versus Black patients or
difference in perceived cooperativeness. However, the Implicit Association Test, a
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measure for implicit bias, revealed implicit preference favoring White Americans and
implicit stereotypes of Black Americans as less cooperative with medical procedures
(Green, 2007). This research could provide more insight into the Black man’s perception
on prostate cancer screening and leaves room for family scholars to consult with health
care professionals on best practices from a culturally sensitive standpoint.

Cancer Staging
The extent or spread of cancer at the time of diagnosis describes the cancer
staging. Proper staging is crucial; it helps to determine the choice of therapy and
prognosis. The stage of cancer is determined by the size of the tumor and whether the
primary tumor has spread to nearby lymph nodes or other areas of the body (American
Cancer Society, 2014). If the cancer cells are only present in the layer of cells where they
developed and have not spread, then that stage is called ‘in situ’.
Cancer is considered ‘invasive’ when the cancer cells have penetrated beyond the
original layer of tissue. Invasive cancer is categorized as a local, regional, or distant
stage based on the extent of spread. Clinicians use the TNM staging system for most
cancers. The TNM staging system assesses cancer growth and spread in three ways:
extent of the primary tumor (T), absence or presence of regional lymph node involvement
(N), and absence or presence of distant metastases (M). After the T, N and M categories
are determined, a stage of 0, I, II, III, or IV would be assigned, with 0 being in situ, stage
I being early, and stage IV being the most advanced disease (American Cancer Society,
2014). African American men tend to have a higher pathological grade (more advanced
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stage of disease), at the time of diagnosis, which may contribute to disparities in mortality
(American Cancer Society, 2014).

Side Effects of Treatment
Health care providers recommend specific types of treatment based on the stage
of a patient’s cancer. Common treatments for prostrate cancer include: active
surveillance/‘watch and wait’; hormone therapy; chemotherapy; radical therapy; and
radical prostatectomy (surgery). Virtually all treatment options are associated with side
effects that could significantly impact the lifestyle of men, most of which directly relate
to sexuality and sexual functioning (National Cancer Institute, 2012). In a study that
investigated the health beliefs surrounding prostate health among African American and
Caribbean men, 60% of the participants feared impotence and incontinence after
treatment if diagnosed with cancer (Parchment, 2004). African American men may avoid
screening for prostate cancer due to their fear of side effects that are associated with the
aforementioned treatment options. In addition, treatment options are overwhelming, the
differences between them are confusing, and goals of care often obscure (Chism &
Kunkel, 2009).

Health Disparities in African American Men
In addition to fears of sexual dysfunction, psychosocial and familial factors have
been found to influence prostate cancer screening among Black men. Healthy People
2020 defined health disparities as a type of health difference, closely linked with
economic, social, and/or environmental disadvantage (United States Department of
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Health and Human Services, 2014b). Unfortunately, health disparities adversely affect
people who have experienced greater barriers to health based on their racial or ethnic
group or other characteristics linked to discrimination or exclusion. In a qualitative study
that described the personal attitudes and beliefs of rural African American men related to
prostate cancer and screening, participants verbalized awareness of feelings of inequality
when accessing healthcare (Oliver, 2007). Some participants expressed their need to feel
like ‘somebody’ as opposed to feeling like ‘something’ when being spoken to concerning
health care.
Williams and Jackson (2005) highlighted inequities in neighborhood
environments, socioeconomic circumstances and medical care as important factors in
initiating and maintaining racial health disparities. Prostate cancer mortality was
identified as a persistent racial health disparity. Though mortality from prostate cancer
has declined among Whites, it has increased markedly among Blacks (Williams &
Jackson, 2005). In addition, the authors noted that in terms of cancer screening, Blacks
are more likely than Whites to experience delays in receipt of care after a positive
screening test, delays in the initiation of a biopsy, care from inadequately trained
providers, and limited access to appropriate follow-up and rehabilitation services.
Historically, a disparity also existed in regards to access to an insurance coverage for
Black men. The expectation is that, with the implementation of the Affordable Care Act,
this disparity in access to insurance will eventually cease.

Patient Protection and Affordable Care Act
Lack of health insurance has been a barrier preventing many Americans from
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receiving optimal health care. Unfortunately, uninsured individuals are among the
persons who are more likely to be diagnosed with cancer at a later stage, when treatment
could be more costly and extensive (American Cancer Society, 2014). The Affordable
Care Act is expected to improve access to health care systems for cancer patients by
substantially reducing the number of people who are uninsured (American Cancer
Society, 2014).
The President of the United States of America signed the Affordable Care Act
into law on March 23, 2010. The Act bans insurance companies from denying coverage
due to the consumers pre-existing medical conditions. The Affordable Care Act would
be accompanied with a health insurance marketplace, and it is designed to make buying
coverage easier and more affordable (United States Department of Health & Human
Services, 2014a). If the stipulations of the Affordable Act are carried out, then access to
health care might not be an issue for Black men as it has been historically. One can argue
that access to health care is more than having insurance coverage. An insurance policy
might help consumers, access health care, but the quality of care and relationship with a
physician is not guaranteed.

Relationship with Physician
A trusting relationship with health care providers has been identified as an
important factor for Black men in regards to prostate cancer screening intention (Jones et
al., 2010). Good rapport, appearing sincere, and caring about patients were identified as
markers for a trusting relationship for Black men. Though there are cases of Black men
citing a favorable relationship with healthcare providers, Elder et al. (2014) mentioned
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that Black men remain one of the most disconnected groups in healthcare compared to
women and other ethnic groups. In their research, Elder et al. found that when men are
engaged with healthcare providers, communication between African American men and
their primary care physician is very significant in building trust.
In the United States, the African American male’s voice has been historically
ignored. Today, more men feel the right to be respected evidenced by being able to
effectively engage in a shared discussion about their health in a trusting environment
(Kendrick et al., 2009). The aforementioned researchers argued that health disparities
seen in African American males might be reduced if patients and their providers can
establish an understanding and discuss health issues. Cultural sensitivity improves the
chance of Healthy People 2020’s goal of eliminating health disparities will be met
(Parchment, 2004). With the elimination of health disparities, African American males
are expected to enjoy a better quality of life. In essence, there are great benefits to be
gained through a healthy patient-provider relationship (Kendrick et al., 2009).

Medical Mistrust
Beyond disparities in access to health insurance and healthcare, medical mistrust
also complicates the relationship between African American men and their physicians.
Mistrust has been identified as a barrier to African Americans assessing health care or
participating in research studies. The United States has repeatedly demonstrated a lack of
concern toward the medically ethical treatment of people of color. The Tuskegee
Syphilis study is just one example of a research situation that has placed doubt in the
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minds of African Americans as to the intention of medical professionals (Allen et al.,
2007; Jones, 1992).
According to Allen et al. (2007) the key informants in their study were concerned
about receiving inferior care from the health-care system. One participant acknowledged
that racism is still prevalent and that it could be hindering African American men from
receiving the care they should receive. In addition, some survivors of prostate cancer felt
that doctors assumed they were not educated because of their race. In a study that
examined race and trust in the health care system, Blacks were found to be less likely to
trust their physicians and more likely to trust their insurance company (Boulware,
Cooper, Ranter, LaVeist, & Powe, 2003). In the same study, Blacks were more likely
than their White counterparts to report concerns about personal privacy and potential for
exposure to harmful experiments at the hospital.

Stress, Social Support, and the Buffering Effect
African Americans, especially males, experience psychological struggle for
acceptance in the United States (Franklin & Boyd-Franklin, 2000). As a result of
centuries of discrimination and exploitation, some African Americans experience
persistent acts of racism, which can undermine their resilience and ability to cope. The
so-called “invisibility syndrome” attempts to explain the effects of perceived injustices
against some African Americans who maintain jaded outlooks or chronic indignation at
their circumstance by describing the feeling of being invisible and irrelevant to the
dominant society. These feelings of invisibility are usually reduced in the presence of
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other Blacks because that environment provides a greater sense of acceptance and is a
source of social support.
According to Cohen and Wills (1985) there are two different ways to
conceptualize social support: social support as a main effect and as a model of stressbuffering. Social support could be a main effect, in which overall social support relates
positively with mental and physical well-being. From a main effect perspective,
involvement in a social network may help one to avoid negative experiences such as
physical or psychological illness. This type of support provides a sense of predictability,
stability and positive affect to help human beings adapt to challenges and thrive. The
stress-buffering model hypothesizes that social support could reduce the negative effects
of stress. For example the support of family members may reduce psychological or
physical illness (such as cancer) from developing. Social support can come from a
number of sources, including intimate / romantic partners, friends, family members,
clergy, and co-workers and may come in a variety of forms.
Common forms of social support include esteem support, informational support,
social companionship, and instrumental support. Esteem support relates to feeling
accepted by a social network, whereas informational support provides help with
understanding and coping with difficult events. Social companionship is a form of
support which acknowledges the value of spending time with others and engaging in
recreational and leisure activities. Instrumental support is considered to be most tangible
when compared to the other processes of social support; instrumental support can take the
form of financial aid or the provision of needed personal services, such as meal
preparation or childcare (Cohen & Wills, 1985).
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Based on the current prostate cancer literature the type of support that has been
identified as essential for Black men appears to be informational, esteem, and
instrumental in nature. Men with prostate cancer are dependent on their partners for help
with a variety of daily activities, emotional support, and encouragement (Chism &
Kunkel, 2009). Unfortunately, partners of men with prostate cancer often report greater
psychological distress than the men who are ill. Therefore, when discussing screening,
diagnosis and the management of prostate cancer, it appears that the inclusion of partners
would be crucial, as partners are very much involved in and affected by the issue. This
present research will seek to determine how social support, by way of intimate
relationships, affect prostate cancer screening intention among Black men.

Families, Friends, and Prostate Cancer
Family and friends have been identified as significantly influential in regards to
prostate cancer screening intention among Black men (Jones et al., 2010; Toles, 2008).
Targeting significant family members in a Black man’s life, particularly women, could
positively affect his health-seeking behavior. Factors in the larger systems within the
environment, such as culture, health policies, and views on sexuality trickle down to men
through their families. It is important to note that the ‘family’ might not be limited to
blood ties; church members and community persons may be considered family as well.
According to Harden, Northhouse, and Pienta (2002), both men and their spouses
are affected by a prostate cancer diagnosis. Apart from the assistance in disease-related
issues, the quality of the social support provided by significant others is important to
prostate cancer patients (Queenan et al., 2010). Spouses played an active role in their
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husband’s illness; they were found to be responsible for encouraging their husbands to
seek treatment and were frequently the communication conduit between their husband’s
physicians and nurses. Harden et al. (2002) have noted that, among focus group research
on spouses as caregivers, heterosexual couples facing cancer identify themes of enduring
uncertainty, living with treatment effects, coping with change and needing help.
Additionally, access to information has been identified as a significant need for patients
and spouses living with prostate cancer. Also, knowledge of a friend or family member
diagnosed with prostate cancer has also been identified as an essential factor for Black
men in regard to their intention to be screened for prostate cancer. Conversely, Black
men in families with a history of avoiding the health care system or engaging in home
remedies might also draw upon their social context and be less likely to seek screening
for prostate cancer (Jones et al., 2010).

Quality of Committed Relationships
For most adults, marriage is a central relationship with beneficial effects on health
(Robles & Kiecolt-Glaser, 2003). Wives have been identified as a significant source of
support and encouragement to Black men in regards to prostate cancer screening
intention (Jones et al., 2010). The quality of the marital relationship seems to influence
this effect, however. Researchers found that, while marriage could be beneficial to
health, conversely troubled marriages could have negative health consequences (Robles
& Kiecolt-Glaser, 2003). The authors go on to argue that marital strain could be viewed
as a chronic social stressor with adverse effects on cardiovascular, endocrine and immune
functions.
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In a study that compared Black marriages to White marriages, Broman (2005)
found some differences in the perception of marital relationships by race. According to
Broman, Blacks were more likely to report negative spousal behaviors, using examples
such as the spouse having affairs, engaging in physical violence, and wasting money. As
marital quality is related to spousal behaviors, these negative spousal behaviors
negatively influence the quality of the marriage, and consequently, Blacks in the study
were found to have lower marital quality than that of their White counterparts. Also, the
author noted that age, financial satisfaction, and number of children are significant
predictors of marital quality. Older men with more financial resources and fewer children
were more likely to report higher marital quality, and, conversely, younger men with
fewer financial resources and more children were more likely to report lower marital
quality.

Health Seeking Behavior: Perceptions of Cancer Screening
Participant’s perceptions and beliefs on cancer screening have been identified in
various qualitative studies as an influential factor in decisions about screening. In a
qualitative study with 45 African American men and women, participants were
interviewed to learn more about the factors that facilitate and prevent screening in older
African Americans. The authors found that the male participants were more likely to
harbor negative perceptions of cancer screening than female participants. For some
participants in the study, prostate cancer screening was associated with pain, and several
men also identified the fear of positive screening as a reason to avoid the screening
process (Jernigan et al., 2001). Forrester-Anderson (2005) explored African American
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men’s perceptions and attitudes towards the prostate-specific antigen and digital rectal
examination. In their sample of men 40 years of age and older, the researcher also found
fear as a strong theme among African American men, including fear of going to the
doctor, fear of the symptoms of the disease, and fear of the side effects associated with
treatment, as well as a broader sense of prostate cancer fatalism.

Cancer Fatalism
Cancer fatalism refers to the belief that a cancer diagnosis inevitably ends in death
(Powe & Finnie, 2003), and as noted above, this phenomenon has been identified as a
barrier to cancer screening, detection, and treatment. Among African American males,
prostate cancer has been viewed as a death sentence (Jernigan et al., 2001; Oliver, 2007).
According to Powe and Finnie (2003), cancer fatalism is an important piece of the puzzle
in understanding the many factors that influence health and health-seeking behaviors
among diverse populations. Through a review of research on cancer fatalism, the authors
found a need to explore the effects that cancer fatalism has on other barriers to screening,
since these interactions might help to reverse the disparities and close the gaps in cancer
screening for all populations.

Mental Health and Prostate Cancer Screening
In a qualitative study that interviewed medical services providers, mental health
services providers and individuals representing social services and faith-based
organizations in the Bronx explored how lack of access to mental health care affects
cancer screening, researchers found that unmet mental health needs, such as depressive

36

symptoms, were a deterrent to cancer screening (Williams, et al., 2013). Those
researchers did not include Black men in their sample, and they did not focus on a
specific type of cancer, but the study helped to shed light on a factor that could play a
crucial role in the understanding of prostate cancer screening intention. One study that
examined depressive symptoms and prevalence of major depression among both
ethnic/racial minorities and White people found an interesting link between interpersonal
functioning and depressive symptoms. Participants with poor interpersonal functioning
were strongly more likely to have experienced an episode of major depression compared
to persons with better functioning (Plant & Sachs-Ericsson, 2004).

Religion and Health
Religious institutions often serve as a means of targeting Black men for health
promotion and education. According to Miller and Thoresen (2003), there is a need for
rigorous research to clarify the extent to which and means by which religious factors
influence health. Ferraro and Koch (1994) found that the African Americans in their
study, when compared to the White respondents, scored higher on each dimension of
religiosity. Also, African Americans were more likely to turn to their religion when
experiencing health problems, noting that engagement with religious beliefs became a
significant coping mechanism. The authors also found that women, older people, married
persons and people who are lower social class have practice religious behaviors more
often than their counterparts.
In terms of the relationship between religion and health, Miller and Thoresen
(2003) found that religious practices were associated with better health among African
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American adults, but the same was not true for Caucasian adults. Religious practices may
include prayer, reading religious literature, and attending religious events. Miller and
Thoresen suggested that the religious institutions in the African American community
may have a mediating effect on health since the church is one of the remaining social
institutions from which they equitably receive social support.
Chatters (2000) suggested that researchers should appreciate the multidimensional
nature of religious involvement. It appears that Chatters was recommending that future
researchers examine the variability of within and among groups in order to understand
how those differences may alter meaning and significance of religious factors on health.
Though there is a discussion in the literature about religion and health, religion has not
been widely discussed when relating to health-seeking behaviors. Since the church has
been identified as a means of receiving equitable treatment, gaining a better
understanding of religion and health could provide insight for dealing with the health
disparities that negatively affect Black men.

Knowledge of Prostate Cancer
In a review of both qualitative and quantitative studies, prostate cancer knowledge
was found to be arguably poor across all groups of men (Pedersen et al., 2012).
However, this knowledge was particularly poor among Black men, and their
understanding of their personal risk was inaccurate. Allen et al. (2007) found that healthy
African American men in their study had minimal knowledge about the location and
function of the prostate. Also, some men were unaware that the prostate was a malespecific gland and were unaware of the risk factors or means of screening for the disease.
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These researchers had the sense that men in their study would not object to getting
screened for prostate cancer, despite their concerns, if the men were provided with an
explanation and rationale for the tests (Allen et al., 2007). In this sense, simple provision
of education on prostate and prostate cancer-related issues might increase adherence to
screening recommendations.
Moreover, other researchers report recommendations made by African American
men on how they can be reached for educational purposes. Community-based institutions
such as churches, barbershops and schools were frequently mentioned as appropriate
venues for health education (Allen et al., 2007; Cowart, Brown, & Biro, 2004). African
American men in these studies also reported a preference for participating in educational
programs/interventions that are culturally appropriate for African Americans. Health
promotion materials featuring Black men, for example, could be helpful, as well as
materials encouraging the inclusion of significant others in the decision-making process;
these are key cultural factors for Black men (Allen et al., 2007). Peer-to-peer formats for
educational intervention have also been proven successful (Cowart et al., 2004).

Conclusion
According to Mitschke (2012), the incidence and mortality rate of prostate cancer
among males of African descent far exceed that of any other racial/ethnic group. An
examination of the factors that influence prostate cancer screening among Black men is
needed, due to their increased risk of a cancer diagnosis and high mortality rate (Sublett,
2006). The disparities related to prostate cancer are complex and involve multiple factors
(Chornokur, Dalton, Borysova, & Kumar, 2011). Access to health insurance, relationship

39

with physician, family history of prostate cancer, social support, knowledge of prostate
cancer information, relationship quality, religiosity, medical mistrust’ and prostate cancer
fatalism have all been identified as factors that influence prostate cancer screening
intention among Black men (Pedersen et al., 2011; Smith et al., 1997; Woods et al.,
2004).
It is also important to note that the effects of prostate cancer are not limited to
men. Romantic / intimate partners and other significant persons are also affected. From
an ecological perspective, illness plays an integral part in human relationships, and
human relationships affect an individual’s or population’s response to illness (Strong et
al., 2011). Prostate cancer poses particular challenges to intimate couples, due to its
presumed impact on sexual function (Chism & Kunkel, 2009). The current literature
shows that partners have played a significant role in prostate cancer screening intention
among Black men. The inclusion of family members in health related decision-making
processes could motivate men to take the necessary steps to maintain their health by
being screened for prostate cancer and seeking treatment from healthcare professionals
(Toles, 2008).
Black men’s health behavior is understudied, and Black men have been
disadvantaged in contemporary medical institutions. Black men are sometimes unable to
make informed decisions due to their lack of knowledge about the symptoms and risk
factors associated with prostate cancer (Allen et al., 2007; Pedersen et al., 2012). Black
men are also rarely targeted with prostate cancer screening information. Unfortunately,
they may not receive necessary screening recommendations and information because
some health care professionals lack a fundamental understanding of the culture and
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history of Blacks (Allen et al., 2007). However, in the studies that do exist, many
researchers have identified similar themes and conclusions in regards to prostate cancer
screening among Black men, which is quite promising to health professionals seeking to
implement effective interventions.
In keeping with Bronfenbrenner’s theory that, in the right environment, human
beings can thrive, results from this research could help professionals foster an
environment that would help Black men and their families make informed decisions
about prostate cancer screening. Therefore, this study evaluates the relationship between
contextual and familial factors, in light of the themes found by other researchers, and the
intention to be screened for prostate cancer among Black men.
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CHAPTER FOUR
METHOD
Research Question
The purpose of this study is to gain an understanding of how emotional intimacy
influences prostate cancer screening intention using the digital rectal examination (DRE)
among Black men in the presence of contextual factors. Contextual factors include age,
ethnicity, education, income, access to health insurance, cancer fatalism, prostate cancer
knowledge, medical mistrust, and depressive symptoms. This study uses a multivariate
analysis of secondary analysis of data collected through Project CHANGE.
The original Project CHANGE study was cross-sectional in nature, with both
biological and survey data collected from men several research sites in California and
New York. Loma Linda University Institutional Review Board (IRB) has approved the
larger study, although only survey data is used for the present study. Additionally, the
National Institute of Health, Loma Linda University School of Medicine, School of
Behavioral Health, the Center for Health Disparities and Molecular Medicine, and the
University of Michigan, School of Nursing provided funding for the Project CHANGE
study.

Sample
This study uses survey data gathered from a convenience sample of 470 men who
participated in Project CHANGE’s health fairs. These participants are English-speaking
Black men 21 years and older who were living in California and New York at the time of
data collection. Of the 470 participants, 130 men were aged 21-39, while the remaining
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340 men were between the ages of 40 and 85. This sample includes both Black men of
African descent born in the U.S. referred to here as “African American,” and Black men
of African descent born in either the Caribbean region or the continent of Africa, referred
to here as “Immigrant Black.” There were slightly more Immigrant Black men (n = 251)
in the sample than African American (n = 213).

Procedure
Project CHANGE hosted a series of health fairs in Riverside, California and
Brooklyn, New York in order to provide health-screening tests to local men and also to
collect data for their own evaluation. Members of Project CHANGE used several
strategies to target Black men and raise their awareness for these events, including using
churches, barbershops, and community organizations as mediums to spread information.
Over 16,000 flyers were distributed in Brooklyn and Riverside communities.
Each health fair was an all-day event intended to address several factors related to
Black men’s health. After registering, a variety of booths at the fairs allowed attendees to
participate in educational activities, serological study, survey data collection, and various
health screening tests. Additionally, the registration booth was the first stop for
participants and included a table devoted to explaining informed consent. The principal
investigators of Project CHANGE, located at the consent table, ensured that proper
informed consent was obtained from all men for the health study and survey. Men could
choose to participate in the health study, the survey, or both activities. Also, men were
provided with a paper ‘passport’ to document their participant identification (ID) number
and results of health screening tests. Each man was assigned a participant ID number to
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maintain anonymity; that number was documented in his passport, survey and tube with
his blood. A modest incentive in the form of a gift card to a national chain store was
provided in appreciation for participation in the study.

Measures
Composite measures of the psychosocial constructs using multiple items were
created after preliminary analyses of inter-item associations and internal consistency. All
the scales used in this study had a Cronbach alpha ranging from .76 - .84, suggesting
good internal consistency among all items in each scale. Education was dummy-coded
with one class, the comparison group, as the intercept.

Demographics
Standard demographics were assessed including age, race/ethnicity, education and
income. Participants were asked to write their age in years and to select the ethnicity that
best described them. During the pre-data preparation of the data, age was re-coded to 2139 (0) and 40-85 (1). For the purpose of this study, two ethnicity categories were coded:
Immigrant Black men (0) and African American Black men (1).
Six survey options for education included: “Less than high school;” “High school
diploma or equivalent;” “some college;” “Associate’s degree;” “Bachelor’s degree;” and
“Master or professional.” To be suitable for regression analysis, the education variable
needed to be re-coded. Education was re-coded into three dummy variables: high school
education and below (1) vs. masters and above (0); some college (1) vs. masters and
above (0); and bachelor’s (1) vs. masters and above (0). Men selected their total
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household income from the previous year out of 23 income categories ranging from
$5,000 (1) to $350,000 (23). All categories between the upper and lower limit
categories were in increments of $5,000 ($5,000-$10,000…$300,000-$350,000). Income
was treated as a scale variable during analysis.
Respondents were asked “Do you currently have health insurance?” with negative
responses coded 0 and affirmative responses coded 1. To measure religious attendance,
respondents were asked the following question: “How often do you go to religious
services?” Response categories (codes) ranged from “never” (1), “about once or twice a
year” (2), “several times a year” (3), “about once a month” (4), “2-3 times a month” (5),
“once a week” (6), to “several times a week” (7). All demographic questions are
included in Appendix A.

Cancer Screening Intention Scale-Prostate
The 18-item Digital Rectal Exam (DRE) subscale (Baker, 2008) was used as the
outcome variable for this study (See Appendix B). This subscale measures participants’
intent to screen for prostate cancer using the DRE. Items were assessed using a 4-point
Likert-type scale labeled and coded as follows: strongly disagree (1), disagree (2), agree
(3), and strongly agree (4). Cronbach alpha for this scale = .79. Questions such as “I
believe that getting a DRE will benefit me,” “I intend to get a DRE this year,” and “I
believe that getting a DRE and the blood test for prostate cancer will lower my chances of
getting prostate cancer” were included in the cancer screening intention scale (Baker,
2008). Respondents who answered less than 15 items of this scale were excluded from
analysis; this listwise deletion resulted in the removal of 24 cases. Higher scores
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represent greater intention to screen for prostate cancer. All items were added to arrive at
a total score, then scores were computed to return to the original scale of the individual
items. Therefore overall scores associated with this scale ranged from 1 to 4, with 1
indicating strong disagreement and 4 indicating strong agreement.

Interpersonal Relations
Interpersonal Relations Scale, formerly known as the Interpersonal Support
Subscale is one of the dimensions of the Health Promoting Lifestyle Profile II (Walker &
Hill-Polerecky, 1996). The Interpersonal Relations Scale measures the utilization of
communication to achieve a sense of intimacy and closeness as it relates to meaningful
relations with others. In the case of interpersonal relations, communication is at the core
of this construct and refers to sharing thoughts and feelings through verbal and nonverbal
messages. Individual items are based on a 4-point Likert scale ranging from never (1),
sometimes (2), often (3), and routinely (4). Higher scores represent a stronger sense of
intimacy and closeness in meaningful relationships, and the opposite is also true.
Participants were asked to indicate the frequency that they engage in nine specific
behaviors, two of which are particularly related to the outcome of interest: “maintain
meaningful and fulfilling relationships with others” and “get support from a network of
caring people” (see Appendix C). Cronbach alpha for this scale is .84.

Center for Epidemiological Studies Depression Scale (CES-D) - Iowa Form
The CES-D has 11 items and was used to measure depressive symptoms (See
Appendix D). Higher scores indicated more symptoms. This scale has high internal
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consistency and was suitable for Black, English-speaking Americans with a wide range
of age and socioeconomic status. Each item was scored on a 4-point scale with
categories including never (1), hardly ever (2), some of the time (3), and most of the time
(4). Questions such as “I felt depressed” and “my sleep was restless” were included in
the scale. Two items (“I am happy” and “I enjoyed life”) were re-coded so that all items
were coded in the same direction, with scores 1-4 assigned to categories ‘never’ through
‘most of the time.’ A total score was obtained by summing the responses to all 11 items.
The highest possible score was 44; the lowest was 11 (Kohout, Berkman, Evans, &
Cornoni-Huntley, 1993). The Cronbach alpha for this scale was .76.

Prostate Cancer Knowledge Instrument
Prostate cancer screening knowledge (Baker, 2008) was assessed using a
validated scale of seven questions related to risk factors for prostate cancer, symptoms of
prostate cancer, treatment of prostate cancer, and risk reduction measures related to
prostate cancer (see Appendix E). Respondents had the option to choose true or false for
each question; for each correct response, the value of ‘1’ was coded for that particular
question and ‘0’ for each incorrect response. Individual items are summed together and
the total score is used for analysis; low scores represent low knowledge, and the opposite
is true. The highest possible score was 7, and the lowest possible score was 0. This scale
is meant to test knowledge about male anatomy and prostate cancer specifically and
includes such statements as “The prostate is located between the bladder and penis, in
front of the rectum” and “A man can have prostate cancer without having any or
symptoms.”
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Powe Fatalism Index
The Powe Cancer Fatalism Index comprises 15 items that assess participants' fear
of cancer and belief that cancer will end in death [18, 23]. This index includes questions
such as “I think if someone gets prostate cancer, that's the way they were meant to die"
and "I think if someone gets prostate cancer, it was meant to be." Affirmative responses
were coded “1,” while negative responses were coded “0.” Scores from all 15 items were
summed; the highest possible score was 15, and the lowest possible score was 0 with
higher scores on the index representing higher degrees of fatalism. Total scores of 0 to 5
indicate a low degree of fatalism, scores from 6 to 10 represent a moderate degree of
fatalism, and scores from 11 to 15 indicate a high degree of fatalism. The Cronbach
alpha, measuring internal consistency, was .81 in this study.

Medical Mistrust
The Medical Mistrust Index 2.1, validated by LaVeist, Arthur, Morgan,
Rubinstein, and Plantholt (2003), was used to examine medical mistrust for this study
(see Appendix G). The scale measures the extent to which participants trust their
healthcare providers and organizations and includes statements such as “Mistakes are
common in health care organizations” and “Health care organizations have sometimes
done harmful experiments on patients without their knowledge.” Higher scores
represented more mistrust / less trust and lower scores represented less mistrust / more
trust toward healthcare providers and organizations. This is a seven-item measure. The
scales were measured by a four-point scale including strongly disagree (1), disagree (2),
agree (3), or strongly agree (4). This instrument has strong psychometric properties;
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Cronbach alpha for the present study was = .82.

Analysis
Analyses were conducted using SPSS 22.0. Data was screened for missing cases
and data entry errors. Descriptive and correlation statistics were produced. The
descriptive statistics provided information on the characteristics of the participants and
the distribution (central tendencies, standard deviation, and range) of each variable.
Hierarchical ordinary least squares regression was used to assess the relationship between
interpersonal relations and prostate cancer screening when controlling for personal
attributes (age, ethnicity), socio-economic resources (education, income, insurance),
mental health/community factors (depression, religious attendance), and knowledge about
cancer, and attitude to cancer and medical professionals (prostate cancer knowledge,
cancer fatalism, medical mistrust respectively).

Multiple Regression Analysis
Multiple regression analysis is a way of predicting an outcome variable from
several predictor variables (Field, 2009). With regression analysis, the aim is to find a
model which fits the data best. With hierarchical ordinary least square regression, the
order in which predictors are entered into the model are based on past research (Field,
2009). Before the model building process, assumptions of regression were checked to
ensure that the data was ready for analysis, and all assumptions of independent errors,
homoscedasticity, value independences, and linearity were met (Field, 2009).
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CHAPTER FIVE
INTIMACY AND PROSTATE CANCER SCREENING INTENTION AMONG
BLACK MEN IN THE UNITED STATES
Abstract
Objective: Though Black men have an increased risk of developing prostate cancer
compared to other men in the general population, health screening among Black men is
not consistent. The main objective of this study was to explore how intimacy, in the
presence of other contextual factors, relates to Black men’s intention to screen for
prostate cancer using the Digital Rectal Examination (DRE).
Methods: This present study is part of Project CHANGE (Changing Health for Adult
Men with New and Great Experiences). The sample includes 470 English-speaking
Black men, 21 years and older, recruited from California and New York, including 251
Immigrant Black men and 213 African American men. Participants were recruited
during community health fairs held at local churches. Hierarchical ordinary least squares
regression was used for data analysis.
Results: Most men in the sample reported having prostate cancer screening intention.
Across all models, older men were more likely to report an intention to screen for
prostate cancer using the DRE. The final model, which included intimacy (main
predictor), explained 24% of the variance in prostate cancer screening intention among
Black men (R2 = .24, F(12,434) = 11.2, p< .001). Having a stronger sense of intimacy
was predictive of higher screening intention. In the presence of intimacy, ethnic
differences became apparent and depressive symptoms lost statistical significance.
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Conclusions: Intimacy predicted prostate cancer screening intention, suggesting that a
stronger sense of intimacy was associated with greater intention to screen for prostate
cancer, and a weaker sense of intimacy was associated with less intention to screen.
Immigrant Black men were more likely than African American men to agree with and
intend to screen for prostate cancer when they report experiencing stronger intimate
relationships. Findings from this study make a contribution to the understanding of
prostate cancer screening intention among African American and Immigrant Black men.
Keywords: prostate cancer, Black men, oncology, intimacy, relationships
Sponsors:
Support to Project CHANGE was provided by the National Institute of Health / National
Institute on Minority Health and Health Disparities (Grant # P20MD006988), the
National Institute of Health / National Institute of General Medical Sciences (Grant
#R25GM060507), and Loma Linda University Center for Health Disparities and
Molecular Medicine (CHDMM), Loma Linda University School of Medicine, Loma
Linda University School of Behavioral Health and the University of Michigan School of
Nursing.
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Introduction
Prostate cancer is the second most common cancer and the second leading cause
of death among American men. About 1 in 7 men in the United States will be diagnosed
with prostate cancer during his lifetime [1]. Furthermore, incidence and mortality rates
of prostate cancer among Black men (men of African descent) far exceed that of any
other racial/ethnic group [2]. Although Black men have a higher risk of developing
prostate cancer compared to other men in the general population, Black men's rate of
screening has been considered suboptimal [3]. Family and friend involvement has been
suggested as having a positive influential effect in prostate cancer screening behavior for
Black men [4, 5]. However, little is known about whether the quality of relationships
may influence future screening behaviors for these men, nor how relationship quality
influences other contextual factors. Contextual factors are shaped by one’s culture and
the environment. In this study, contextual factors would include age, ethnicity, education,
access to insurance, depression, religious attendance, cancer fatalism, prostate cancer
knowledge, and medical mistrust. This quantitative study examined intimacy and
intention to screen for prostate cancer using the digital rectal examination (DRE) among
Black men in the United States. It is critical to understand Black men's prostate cancer
screening intention to aid in the reduction of mortality and morbidity.
Between 2006 and 2010 the incidence of African American men with prostate
cancer was 50% higher than for Caucasian men. Also, African American men were 2.5
times more likely to die after diagnosis than Caucasian men [6,7]. Typically, Black men
are diagnosed with prostate cancer at a younger age, and the disease is both more
aggressive and resistant to treatment [8,9]. The American Cancer Society advises African
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American men with one first-degree relative who had prostate cancer to begin a
discussion with their health care provider about screening at age 45. Men at an even
higher risk, who have more than one first-degree family member with prostate cancer,
were advised to begin the discussion at age 40 [1].
The disparity in prostate cancer screening is complex and involves several factors
[10]. One study found that screening behavior correlated with proxies of socio-economic
status and cultural/ethnic background [11]. These same researchers demonstrated that
prostate cancer screening increased with age, education, a yearly income of $35,000 or
more, access to health coverage, and good-to-excellent self-reported health status.
Additionally, Black men were more likely to screen for prostate-specific antigen (PSA)
than White men but less likely to have a digital rectal exam (DRE) test done [11].
Cancer screening knowledge may also be related to cancer screening behavior for
Black men. Researchers attempting to understand screening behavior among Black men
hypothesized that low prostate cancer knowledge may be associated with Black men’s
low screening rate. Prostate cancer knowledge was found to be poor across all groups of
men [12]. However, knowledge was particularly low, and understanding of personal risk
was inaccurate among Black men. Researchers also found that healthy African American
men in their study had minimal knowledge about the location and function of the prostate
[13], pointing to the necessity of exploring the relationship between cancer screening
knowledge and the course of prostate cancer screening.
Some measures of religiosity have been shown to correlate with health. Previous
research has detected connections between religion and health, with religion being
positively associated with health, and religious practices being associated with better

53

health among African American adults. With high religiosity among the African
American population, researchers have noted that religious institutions act as a resource
for Black men in the United States as they seek acceptance and support [14]. There is a
need for rigorous research that examines the extent to which religious factors influence
health outcomes [14]. This present study would assess the influence of religious
attendance on prostate cancer screening intention among Black men.
In one qualitative study, unmet mental health needs such as depressive symptoms
were identified as deterrents to cancer screening [15]. Depressive symptoms may include
feelings of sadness or lack of energy [16]. Men with depressive symptoms may not have
an interest in self-care or the motivation to participate in health screening. Depressive
symptoms and their association with prostate cancer screening intention were explored in
this study to determine how mental health may affect prostate cancer screening intention
among Black men.
Cancer fatalism is the belief that a cancer diagnosis will inevitably end in death
[16]. Medical mistrust is a lack of trust in healthcare professionals and organizations
[17]. Both cancer fatalism and medical mistrust have also been assessed in regards to
health seeking behaviors and intention to screen for prostate cancer [16, 17]. Previous
research has argued that African American males possess a particularly fatalistic attitude
towards prostate cancer screening as compared to White males [18, 19]. In a study that
examined race and trust in the health care system, Blacks were found to place more
professional trust in their automobile insurance company than in their personal physicians
[20]. In that study, Blacks were more likely than their White counterparts to report
concerns about personal privacy and the potentially harmful experiments at the hospital.
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So far, researchers have shown that higher levels of both fatalistic belief and medical
mistrust have been negatively associated with prostate cancer screening. However, this
present study is one of the few to investigate the relationship of religious attendance,
cancer fatalism, and medical mistrust to screening intention for Black men.
Black men also strongly rely on the opinions of family members and friends with
regard to their intent to screen for prostate cancer [4]. Families, friends, churches, and
establishments that are trusting networks for Black men should be targeted when
disseminating information regarding health related behavior, as religious networks seem
to bear a significant influence on Black men [5].
While some studies in the past have targeted various aspects of prostate cancer
screening, a model that considers the cumulative effects of factors in Black men’s social
environment is an important quest. This present study evaluated the relationship between
intimacy and digital rectal examination (DRE) among Black men in the United States in
the presence of contextual factors, including the trusted networks of personal intimate
relationships and religious institutions, alongside other contextual factors such as age,
ethnicity, education, access to insurance, depression, religious attendance, cancer
fatalism, prostate cancer knowledge, and medical mistrust.

Method
Sample
A convenience sample of 470 English speaking healthy Black men, all 21 years of
age or older, was recruited from California and New York as part of Project CHANGE

55

(Changing Health for Adult Men with New and Great Experiences). Project CHANGE is
a larger study that focuses on stress and prostate cancer in Black men.

Procedure
Project CHANGE conducted two separate church-based community health fairs,
eight months apart, which also served as sites of data collection. Black men were
recruited to participate in Project CHANGE’s study via flyer distribution and word of
mouth in churches and community barbershops. The health fairs provided comprehensive
health screenings to all participants, and men were offered the option of participating in a
comprehensive survey on stress, health, and prostate cancer. This data collection effort
also included a serologic study in which blood would be collected and analyzed with the
intent of discovering new biomarkers for prostate cancer risk. When a participant
expressed interest in participating in completing the survey and/or serologic study, he
was provided with an Informed Consent document, which he signed and returned to
Project CHANGE’s principal investigators. A modest incentive in the form of a gift card
to a national chain store was provided in appreciation for participation in the study. The
Institutional Review Board (IRB) at two participating universities approved Project
CHANGE’s study. This paper uses only the survey data collected by Project CHANGE
researchers at their sponsored health fairs.

Measures
Several scales were used to measure the variables in this study. All scales had a
Cronbach alpha in the range of .76 - .84, suggesting strong internal consistency and
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reliable measurement of indicators. Education was dummy coded with the group
“Master's and professional degrees” as the intercept.

Cancer Screening Intention Scale-Prostate
The 18-item Digital Rectal Exam (DRE) subscale (Baker, 2008) was used as the
outcome variable for this study. This subscale measures participants’ intent to screen for
prostate cancer using the DRE. Items were assessed using a 4-point Likert-type response
scale labeled and coded as follows; strongly disagree (1), disagree (2), agree (3), and
strongly agree (4). The Cancer Screening Intention Scale – Prostate includes such
statements as “I believe that getting a DRE will benefit me," "I intend to get a DRE this
year," and "I believe that getting a DRE and the blood test for prostate cancer will lower
my chances of getting prostate cancer" [18]. Respondents who answered less than 15
items of this scale were excluded from analysis, resulting in the exclusion of all data from
24 participants. On this scale, higher scores represent greater intention to screen for
prostate cancer. Responses for the items on this scale were summed to produce a total
score, which were then were computed to return to the original scale of the individual
items. Therefore, a scores ranged from 1, a strong intention NOT to screen using DRE,
through 4, strong intention TO screen using DRE. Cronbach alpha for the Cancer
Screening Intention Scale-Prostate in the present study is .79.

Interpersonal Relations (Intimacy)
The Interpersonal Relations scale, formerly known as the Interpersonal Support
subscale is one of the dimensions of the Health Promoting Lifestyle Profile II [21]. The
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response scale is a 4-point Likert scale including the responses “never,” “sometimes,”
“often,” and “routinely,” which are assigned numerical codes 1 through 4, respectively.
Higher scores represented a stronger sense of intimacy, and the opposite is true.
Participants were asked to indicate the frequency that they engage in nine specific
behaviors included in the scale, including "maintain meaningful and fulfilling
relationships with others" and "get support from a network of caring people." Cronbach
alpha for the Interpersonal Relations scale in this study is .84.

Center for Epidemiological Studies Depression Scale (CES-D) - Iowa Form
The CES-D has 11 items and is used to measure depressive symptoms. Higher
scores indicated more symptoms and vice versa. Each item was scored on a 4-point
Likert scale including "never,” “hardly ever,” “some of the time,” and “most of the time."
The CES-D includes statements related to emotional and physical symptoms of
depressions, including "I felt depressed" and "my sleep was restless." Two items were
reverse coded, such that a response of 4 indicated positive agreement with the statements
"I am happy" and "I enjoyed life." A total score was obtained by summing the 11 items.
The highest possible score is 44; the lowest is 11 [22]. The Cronbach alpha for the CESD for this study is .76.

Prostate Cancer Screening Knowledge Instrument
The Prostate Cancer Screening Knowledge Instrument [18] is a seven-item scale
used to assess risk factors for prostate cancer, symptoms of prostate cancer, treatment of
prostate cancer, and risk reduction measures related to prostate cancer. Respondents had
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the option to choose true or false for each item. For each correct response, a value of “1”
was assigned, and for each incorrect response, a value of “0” was assigned. Individual
items were summed, and the total score was used for data analysis; low scores
represented low knowledge, and the opposite was true. The highest possible score for this
scale is 7, and the lowest possible score is 0. This instrument includes a number of a
statements testing knowledge of male anatomy and prostate cancer, including "the
prostate is located between the bladder and penis, in front of the rectum" and "a man can
have prostate cancer without having any symptoms."

Powe Cancer Fatalism Index
The Powe Cancer Fatalism Index contains 15 items that assess participants' fear
of cancer and belief that cancer will end in death [18, 23]. This index includes statements
such as "I think if someone gets prostate cancer, that's the way they were meant to die"
and "I think if someone gets prostate cancer, it was meant to be." Affirmative responses
were coded 1, and negative responses were coded 0. Scores from each item were totaled
the highest possible score was 15, and the lowest possible score was 0. Higher scores on
the index represent higher degrees of fatalism. A score between 0 and 5 indicate a low
degree of fatalism, scores from 6 to 10 represent a moderate degree of fatalism, and
scores from 11 to 15 indicate a high degree of fatalism. The Cronbach alpha, measuring
internal consistency, was .81.
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Medical Mistrust
The Medical Mistrust Index 2.1 [24] uses seven items to measures the extent to
which participants trust their healthcare providers and healthcare organizations. This
index asks participants to identify their level of agreement with statements including
“mistakes are common in healthcare organizations" and "healthcare organizations have
sometimes done harmful experiments on patients without their knowledge.” Higher
scores represented less trust in healthcare providers and organizations, while lower scores
more trust. Items were assessed on a response scale labeled and coded 1-4, with
“strongly disagree” coded as 1 and “strongly agree” coded as 4. The Cronbach alpha for
the Medical Mistrust Index 2.1 in this study is .82.

Demographics
Standard demographics were assessed and included age, race/ethnicity, education,
and income. Participants were asked to write their age in years and to select the ethnicity
that best describe them. Before data analysis, age was coded as 0 (age 21 – 39) and 1
(age 40 – 85). For the purpose of this study, two ethnic categories were created:
Immigrant Black men and African American men. The category “Immigrant Black men”
included men of African descent born in the Caribbean region and the continent of
Africa. African American men were men of African descent born in the United States of
America. Immigrant Black men were coded 0 and African American men were coded 1.
Education, family income, and access to insurance are contextual factors
presented as proxies for socio-economic status in this present study. Participants were
asked to select the highest level of education completed from the options “less than high
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school,” “high school diploma or equivalent,” “some college,” “Associate's degree,”
“Bachelor's degree,” and “Master’s or professional.” For analysis, education was recoded into three dummy variables. “Master’s or professional” (the reference group) was
coded 0 for each dummy variable. The labels and contents for the three dummy variables
are as follows: high school (includes less than high school), some college (includes
Associate’s degree), and Bachelor's degree.
Participants were asked to select their total family income from the previous year
out of 23 income categories ranging from US$5,000 (coded as 1) through US$350,000
(coded as 23). All categories between the upper and lower limit categories were in
increments of US$5,000 (i.e. “US$5,000 - US$10,000”… “US$300,000 - US$350,000”).
Income was treated as a continuous variable during data analysis. In regard to insurance,
men answered the following question: “Do you currently have health insurance?” with
affirmative responses coded 1 and negative responses coded 0.
Religious attendance has been identified as a contextual factor that may protect
Black men against negative outcomes [17]. Respondents were asked to identify their
frequency of attendance at religious services with the following question: "How often do
you go to religious services?" Response categories (codes) included “several times a
week” (7), “once a week” (6), “2-3 times a month” (5), “about once a month” (4),
“several times a year” (3), “about once or twice a year” (2), or “never” (1).

Analysis
Data analyses were conducted using SPSS version 22.0. Data were screened for
missing cases and data entry errors. Less than 5% of data were missing, and the absences
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were not attributable to a specific pattern. Descriptive statistics, providing information
on the characteristics of participants, distributions for each variable (central tendencies,
standard deviation, and range), and correlations were used to analyze all variables in this
study. All continuous variables (income, medical mistrust, prostate cancer knowledge,
cancer fatalism, and intimacy) had normal distributions; skewness and kurtosis were
within the range of -2 and +2 [25]. Correlations were used to estimate the relationship
and connections between variables.
Hierarchical ordinary least squares regression was used to determine the
relationship between contextual factors and the main predictor, intimacy. Model 1
included individual factors such as age and ethnicity. Model 2 included individual
factors with socio-economic resources education, income, and insurance added. Model 3
included all variables from Model 2 with depression and religious attendance added.
Model 4 added prostate cancer knowledge, cancer fatalism and medical mistrust to Model
3 variables. Model 5, the final model, included all variables from Model 4, with intimacy
added. The model-building process was informed by existing literature. The factors
frequently identified as influential to prostate cancer screening intention, individual
factors, were added first. Intimacy was added last to determine whether it would predict
prostate cancer screening intention using the digital rectal exam (DRE) after considering
other contextual factors.

Results
The descriptive statistics for the 470 Black men are presented in Table 1. The
sample was somewhat weighted with older participants, with 72.3% of participants (340

62

men) in the 40 – 85 age category, compared to 27.7% of the sample (340 men) in the 21 39 age category. This sample also contains slightly more Immigrant Black men (n = 251;
53.4%) than African American men (n = 213; 45.3%). The average man in this sample
completed some college (n = 149; 31.7%), reported a yearly family income of
US$45,000-US$50,000 (n = 68; 14.5%), reported having insurance (n = 325; 69.1 %) and
reported attending church once per week (n = 197; 41.9%).
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Table 1: Descriptive statistics for variables based on contextual factors.
Variables

Frequency/Mean

Percentage/Std. Deviation

251

53.4

African American

213

45.3

40 – 85

340

72.3

21 - 39

130

27.7

325

69.1

138

29.9

 High school

135

28.7

Some College

149

31.7

 Bachelor’s Degree

159

33.8

68

14.5

Never

38

8.1

About once or twice a year

40

8.5

Several times a year

39

8.3

About once a month

24

5.1

2-3 times a month

37

7.9

Once a week

197

41.9

Several times a week

90

19.1

Cancer Fatalism

2.9

2.8

Cancer Knowledge

5.2

1.2

Depression

21.7

5.6

Medical Mistrust

18.6

3.7

Interpersonal Relations

25.3

4.8

Screening Intention

2.8

.3

Ethnicity
Immigrant Black
Age

Insurance
Yes
No
Education

Family Income
45,000 – 50,000
Religious Attendance
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Correlation coefficients are presented in Table 2. All correlations were weak to
moderate ranging from -.12 to + .43. Age, education, income, insurance, religious
attendance, and interpersonal relations yielded a positive, statistically significant
correlation with prostate cancer screening intention among Black men. Men were more
likely to have intention to screen for prostate cancer if they were; older, more educated,
had higher incomes, had insurance, attended church frequently, and had greater
experience of intimacy and vice-versa. In contrast, men who had higher fatalistic scores,
more depressive symptoms, and were African American descent had lower intention to
screen for prostate cancer.
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Table 3 shows the regression models and their respective model fit statistics.
There were no indication of multicollinearity among the variables. VIF and Tolerance
for all the models ranged from 1.012 - 1.837 and .555 - .988 respectively. In Model 1,
age significantly predicted prostate cancer screening intention (F (2,444) = 36.22, p
<.001), with younger men reporting a significantly lower intention to screen for prostate
cancer than older men (β = -.36, p<.001). There was no significant difference in prostate
cancer screening intention between Immigrant Black men and African American men
(β = -.07, p = .139). Model 1 explained 14% of the variance for an intention to screen for
prostate cancer (R2 = .14).
In Model 2, with education, income, and insurance variables added, 19% of the
variance explained in intention to screen for prostate cancer was accounted for (R2 = .19,
F (6,440) = 16.76, p < .001). There was a 4.6% change in variance from Model 1 to
Model 2 (ΔR2 = .05, ΔF (2,440) = 6.18, p < .001). Similar to Model 1, younger men had
a lower intention to screen for prostate cancer when compared to older men (β = -.37,
p<.001). Men with a high school degree or lower were less likely to screen for prostate
cancer than men with a Master's degree or professional degree (β = -.11, p<0.001). Also,
men with higher family incomes were more likely to report screening intention using the
DRE (β = .15, p<0.001). Ethnicity, some college education, and access to insurance were
not significant predictors of prostate cancer screening intention in Model 2. Immigrant
Black men and African American men were not significantly different (β = -.08, p =
.061), men with college degrees were not significantly different than men with Master’s
or professional degrees (β = -.04, p = .560), and men with insurance were not different
from men without insurance in regards to screening intention (β = .03, p = .541).
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In Model 3, age, income, and depression were significant predictors of prostate
cancer screening intention using the DRE. Younger men were less likely to have the
intention to screen for prostate cancer when compared to their older counterparts
(β = -.36, p < .001). Men with a higher income were more likely to have the intention to
screen for prostate cancer when compared to lower income men (β = .13, p < .05). Also,
higher depressive symptoms were associated with lower screening intention (β = -.12, p <
0.05).
Conversely, ethnicity, education, access to insurance, and religious attendance
were not significant predictors of prostate cancer screening intention using the DRE in
Model 3. There was no significant difference in screening intention between Immigrant
Black men and African American men (β = -.07, p = .091), men with education of high
school and lower compared to Master's or professional degree (β = -.10, p = .059) and
some college compared to Master's or professional degree (β = -.04, p = .497). In
addition, men with insurance were not different from men without insurance (β = .27, p =
.546), and neither were men who frequently attended religious services compared to men
with less frequent religious attendance (β = .00, p = .992) in regards to prostate cancer
screening intention. Model 3 accounted for 20% of the variance in prostate cancer
screening intention, (R2 = .20, F(8, 438) = 13.65, p < .001), which was a 1.4% increase
from Model 2 (ΔR2 = .01, ΔF(2, 438) = 3.72, p < .05).
In Model 4, younger men had lower screening intention compared to older men
(β = -.36, p<.001). As income increased, men were more likely to have the intention to
screen for prostate cancer compared to men with lower incomes (β = .11, p<.05).
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Additionally, screening intention was lower among men with more depressive symptoms
(β = -.10, p<.05), more cancer fatalism (β = -.12, p<.05), and more medical mistrust
(β = -.01, p<.05) compared to men with less depressive symptoms, less cancer fatalism,
and less medical mistrust respectively. Men with more cancer knowledge were more
likely to report prostate cancer screening intention compared to men with less cancer
knowledge (β = .06, p<.05).
Ethnicity, education, insurance, and religious attendance were not significant
predictors in Model 4. Men were not different in screening intention based on ethnicity
(β = -.09, p = .052). In terms of education, men with high school education and lower
(β = -.09, p = .169) and some college (β = -.01, p = .787) were not statistically different
from men with a master's degree or professional degree. Men with insurance were not
different from men without (β = .03, p = .474). Men with more frequent church
attendance were not different from men with less frequent religious attendance (β = -.02,
p = .673) in regards to prostate cancer screening intention. Model 4 accounted for 21.8%
of the variance explained in prostate cancer screening intention (R2 = .22, F (11,435) =
11.03 p < .001), which was a 2% increase from Model 3 (ΔR2 = .02, ΔF (3,435) = 3.43, p
< .05).
Model 5 accounted for the most variance and resulted in the best model fit. Model
5 accounted for 24% of variance explained in prostate cancer screening intention among
Black men in this sample (R2 = .24, F(12, 434) = 11.2, p< .001), which was a 2% increase
in variance explained when compared to Model 4 (ΔR2 = .02, ΔF(1, 434) = 10.60, p <
.001). Younger men were associated with lower prostate cancer screening intention when
compared to their older counterparts (β = -38, p< .001). Model 5 was the first model
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where there was an ethnic difference in prostate cancer screening intention. African
American men had less screening intention than Immigrant Black men (β = .10, p< .05).
Men with higher cancer fatalism scores reported less intention to screen for prostate
cancer than men with lower cancer fatalism scores (β = -11, p< .05). In the presence of
all the variables in the study, having a stronger sense of intimacy in close relationships
was predictive of higher screening intention (β = .16, p< .001). A sense of intimacy is
important as Black men consider future screening.
Education, insurance, religious attendance, depressive symptoms, and medical
mistrust were not significant predictors of prostate cancer screening intention using the
DRE in Model 5. Men with high school education and lower (β= -.07, p = .205) and
some college (β = -.01, p = .893) were not statistically different from men with a Master's
degree or professional degree. Income was not statistically significant (β = -.01, p =
.056), and neither was the presence of health insurance (β = .04, p = .360). Men who
attended religious services more frequently were not different from men with less
frequent religious service attendance (β = -.04, p = .341). Additionally depressive
symptoms (β = -.05, p = .412) and more medical mistrust (β = -.05, p = .296) were not
statistically significant.
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Table 3b. Summary of Hierarchical Regression Analysis for Variables
Predicting Cancer Screening Intentions-Prostate (N=331)

Discussion
This present study examined the relationship between intimacy and digital rectal
examination among Black men in the United States in the presence of contextual factors.
These contextual factors included: age, ethnicity, education, access to insurance,
depression, religious attendance, cancer fatalism, prostate cancer knowledge, and medical

72

mistrust. Using a hierarchical ordinary least squares regression for data analysis,
intimacy was found to predict prostate cancer screening intention using the digital rectal
examination (DRE). In essence Black men who reported having more frequent
expressions of intimacy were more likely to report an intention to screen for prostate
cancer using DRE, compared to men with fewer expressions of intimacy. Apart from
family and friend involvement having an influence on Black men's prostate cancer
screening decisions [4], the quality and the closeness of those relationships are integral.
When intimacy was considered, ethnic differences became apparent. Immigrant
Black men who experienced close, intimate relations were more inclined to intend to be
screened in the future, compared to African American men. Immigrant Black men’s
health-seeking behaviors are affected more intensely by the quality of their close social
relationships. In addition to valuing the opinions of family members and friends as
previously stated in the literature [4], Immigrant Black men are influenced by emotional
connections and communication with a member of their inner circle. Immigrant Black
men, living away from home, may need additional support as they assimilate into a new
culture. Emotional connection help Immigrant Black men feel a sense of belongingness
and comfort as they make decisions regarding their wellbeing and health in a new
environment.
This link between personal relationships and health-seeking behaviors is crucial to
understand as society move towards interdisciplinary approaches to public health
education and interventions. The link between intimacy and prostate cancer screening
intention among Black men is encouraging. Family life educators and psychotherapists
have a role in the reduction of prostate cancer health disparities [3]. The previously
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mentioned professionals could use their skills to strengthen relationships with Immigrant
Black men among their family members, friends, and healthcare providers and to
encourage men to be screened for prostate cancer.
Trust has been found to be very important to Black men, particularly Immigrant
Black men, in regards to health seeking behaviors [5]. Understanding how these trusting
relationships work would be crucial for health care, mental health and family life
educators who work with Black men. When developing and maintaining relationships,
Black men would benefit from receiving support and spending time with others. In
addition Black men could benefit from learning about conflict management with close
relatives. Professionals would need to collect information from the Black men they work
with to get a sense of their cultural background and the values that they place on
relationships. When developing interventions for African American men more emphasis
could be placed on addressing cancer fatalism, mental health, and education. The findings
of this study point to the idea that African American men may be less impacted by
intimacy in regards to agreeing to screen for prostate cancer when compared to
Immigrant Black men. However addressing intimacy is relevant when working with
African American men.
The results of this study are quite intriguing. Age maintained statistical
significance as a ‘predictor' for prostate cancer screening intention across all models
suggesting that as age increased, prostate cancer screening intention increased.
Conversely, younger men, men 21-39 years old, were less likely to have an intention to
screen for prostate cancer. Younger men were significantly different from older men in
their screening intention; these findings are consistent with previous studies [11, 12, 26].
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This is an appropriate and predictable pattern, as prostate cancer is a condition mainly
affecting older men. However, young men could be targeted in education and health
promotion efforts to inform young men about their potential risks for developing prostate
cancer and the pros and cons of screening in the future. Education programs could use
peers to help spread information to their friends and colleagues. Younger men could be
helped to educate older men on prostate cancer related information, and vice versa. Peer
education could use close connections to encourage prostate cancer screening.
Cancer fatalism was also a significant predictor of prostate screening intention
using the digital rectal exam (DRE). As mentioned earlier, cancer fatalism refers to a
belief that cancer is predetermined and inevitable [16]. Black men with more fatalistic
beliefs were less likely to have prostate cancer screening intention. A fatalistic attitude
might decrease a Black man's interest in health seeking behaviors due to the idea that
screening may not decrease one's prostate cancer risk. Educational programs and
interventions that assess Black men's fatalistic beliefs and attend to these ideas could help
men own the aspects of the disease over which they have control, such as early detection
through screening.
In this present study, cancer fatalism was correlated with education, religious
attendance, and depression. Encouraging Black men to pursue tertiary education and/or
increase religious attendance could help address their fatalistic beliefs and health seeking
behaviors in general. Also, focusing on mental health issues in the Black community
could help address fatalistic issues among these men and ultimately impact prostate
cancer screening intention.
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Though fewer depressive symptoms were initially related to greater prostate
cancer screening intention, depressive symptoms lost statistical significance when
intimacy was added to the model. When men had a sense of belongingness and intimacy,
depressive symptoms were less influential in prostate cancer screening intention. All in
all, intimacy could possibly mitigate the effect of depressive symptoms and increase the
cancer screening rate among Black men in the United States.
Religious attendance, medical mistrust, and insurance did not produce significant
findings during the model building process, and education and income lost significance
across models. All variables were maintained throughout the model building due to their
mention in past literature. Additionally the variance explained maintained a significant
R-squared and F change, demonstrating that the factors in each model significantly
contributed to the understanding of prostate cancer screening intention among Black men.
This study has implications for educational programs and interventions for the
purpose of supporting Black men. It would be prudent to target younger men (age 21-39),
of African American descent, with cancer fatalism beliefs, and intimacy or trust issues.
Though all Black men could benefit from education and support, the categories of black
men mentioned above were least likely to have prostate cancer screening intention.
Strategies to address fatalism and to help foster quality relations among Black men would
be a valuable response to men with a lack of interest to screen in the future; relationships
matter, and psychotherapists could assist these men as they navigate relational issues for
the sake of their overall health and wellbeing.
This study is limited in several ways. As a cross-sectional study, no effort can be
made to imply causative factors related to prostate cancer screening. Future studies
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should consider exploring the effect of intimacy and the other contextual factors using a
longitudinal design to allow the researcher to evaluate changes or lack thereof in
screening intention over time.
For the purpose of this study, a convenience sampling design was used which
contributes to biases that a random sample design would effectively limit. Convenience
sampling is usually associated with selection bias [27]. However, for this study, the goal
was not to seek representativeness of the total United States population. Some researchers
have found it difficult to engage Black men in research and, as a result, Black men have
been under-represented in research studies in the past [28]. Black men were targeted
specifically for this present study.
It is unfortunate that Black men have not been involved in research historically.
Black men are at risk of developing aggressive forms of prostate cancer at younger ages
than White men, with a greater likelihood of the disease leading to death [1, 2, 29].
Future studies could survey national samples of Black men and utilize a sample of men
that is more representative of the general Black population. Additionally, assessing
acculturation among Immigrant Black men and whether that plays a role in prostate
cancer screening intention could identify more cultural differences within the Black
community.
One of the major strengths of this present study is the sample characteristic.
Project CHANGE surveyed over 500 Black men with a diverse ethnic background of a
both pre-screening and post-screening ages. For this study within ethnic-groupdifferences were evaluated and statistical significance variances found, which is a way
forward in conducting research among Blacks. Additionally, prostate cancer screening
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intention among men of pre-screening age was evaluated which is not common; most
studies include older men [13, 26]. This present study makes a significant contribution to
the understanding of prostate cancer screening intention among African American and
Immigrant Black men in the United States of America.
Emotional intimacy in close relationships has been found to positively influence
prostate cancer screening intention among Black men in the United States. Practitioners
should note that wives or romantic partners are often the closest confidants in
heterosexual men’s lives [30]. Due to vies of masculinity, male-male intimacy lacks the
depth of male-female intimacy among heterosexual males [30]. It would be prudent to
use existing relationships (spouses and female friends) as an avenue to reach men with
prostate cancer education. Additionally emphasis on strengthening those existing
relationships would contribute to the effectiveness of health education. In regards to
addressing views of masculinity among Black men, more work could be done to find the
most effective means of doing so.
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CHAPTER SIX
IMPLICATIONS
Theory
Bronfenbrenner’s conceptual model considers four levels of human development
(Bubolz & Sontag, 1993). Public health professionals and researchers have used this
ecological framework to develop health interventions in the past, but it can also be used
to conceptualize the various levels at work in the health decision-making process.
Bronfenbrenner’s theory about human development was considered to be an appropriate
approach to conceptualizing decision-making about health related issues.
This study highlighted the importance of intimacy among African American and
Immigrant Black men. Intimacy is a mesosystem level variable; it involves the interaction
of two or more persons. In this study, emotional intimacy between men and significant
persons in their lives was assessed and found to be significant in prostate cancer
screening intention. Additionally, an evaluation of how macrosystem level variables
relate with the microsystem was conducted. As mentioned earlier, culture and
socioeconomic status proxies (income, insurance, and education) were conceptualized as
macrosystem level variables. Intimacy helped to highlight the difference between African
American Black men and Immigrant Black men. When intimacy was accounted for,
Immigrant Black men were more likely to report intent to screen for prostate cancer using
the digital rectal examination (DRE). Macrosystem variables, such as proxies for
socioeconomic status (income and education) correlated with intimacy. Higher
socioeconomic status (higher income and higher education) was related to a deeper sense
of intimacy.
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Research
This study provides valuable information on reliability and potential scales to be
used by future researchers. All scales used in the study had good internal consistency.
Future studies could use the same measures to repeat this study or to conduct further
studies within the Black community. In addition the sample, and recruitment strategies
produced findings that are significant contributions to family science.

Strengths
One of the major strengths of this study is the sample. Because of the justified
lack of participation on the part of Black men in traditional forms of research, there is
little information specific to this population that can aid in developing interventions and
reducing health disparities. The original study surveyed more than 500 Black men of
diverse ethnic backgrounds and a wide range in ages. The deliberate oversampling of
Black men for this study allows researchers to test hypotheses that may have a foundation
in Black cultural phenomena. Additionally, in this study, within-group differences were
evaluated to further specify needs and possible interventions for specific populations; this
is a way forward in conducting research among Blacks (Toles, 2008). The findings also
reiterate the importance of evaluating within-group differences when studying Black men
or any other racial / ethnic group and refutes the longstanding racist assumption that
“black” refers to a homogenous group. Prostate cancer screening intention among men of
pre-screening age was evaluated, which is not very common; most studies include older
men only (Lehto et al., 2010; Ross et al., 2009).
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Also, findings from this study make a significant contribution to the
understanding of prostate cancer screening intention among African American and
Immigrant Black men. This present study also provides evidence for a multidisciplinary
approach to assisting Black men, including addressing relationships and men’s sense of
intimacy when addressing educational interventions for prostate cancer.
Project CHANGE successfully targeted Black men of a diverse background by
utilizing networks in religious institutions and local business establishments, including
barbershops. Additionally, researchers engaged family members and schools as part of
the marketing strategy (Allen, et a., 2007; Cowart, Brown, & Biro, 2004). This outreach
resulted in strong participation for Project CHANGE health fairs and data collection
efforts and should be considered a standard approach for future data collection,
particularly if targeted samples are needed. As suggested in the literature, Project
CHANGE used promotional materials featuring Black men in order to create culturally
appropriate information.

Limitations & Future Directions
The current study is cross-sectional, and determining the causal flows of variables
was not accomplished with this design. Researchers should consider exploring the effect
of interpersonal relations and the other contextual factors of this study with a longitudinal
design. Future studies could be used to evaluate changes in screening intention over time
to more clearly identify the relative contribution of interpersonal relations. A
longitudinal design will allow for a model that can assess the casual flow of influential
factors.
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For the purpose of this study, a convenience sampling design was used which
contributes to biases that a random sample design would effectively limit (Babbie, 2013).
In the case of this study, bias simply means that some members of the general population
may not have been included in this study therefore the result may not apply to those men.
For example the findings of this study may not apply to White men or immigrant men
from Europe or Asia. Future studies could survey national samples of men and utilize a
sample of men that is more representative of the general population. Also, assessing
acculturation and whether that plays a role in prostate cancer screening intention could
potentially identify more cultural differences within the Black community.

Practice
Translational research was developed to ensure that new treatments and research
knowledge reach the populations for whom they are intended. It is a means of bridging
the gap between researchers and practitioners. Additionally, translational research allows
professionals to build relationships across disciplines and with the clients they serve
(Woolf, 2008). Family life educators could utilize the findings from this present study to
share with Black men and with the healthcare professionals that work with these men and
their families.
Policy makers and various professionals have used human ecological principles
for human betterment and improved quality of life (Bubolz & Sontag, 1993). The
ecology of human development, a relative of human ecology theory, would be considered
in recommending family life education strategy based on the findings of this study.
Human ecology theorists encourage scholars and practitioners of various professional
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backgrounds to collaborate when working with crucial human-environment problems in
an ecological enterprise of theory, research and practice (Bubolz & Sontag, 1993).
Therefore, family life educators would need to be prepared to work with other health
professionals such as health educators and physicians as they attempt to target Black men
and their needs. The National Commission of Family Life Education (1968) has long
advocated for this type of multi-faceted intervention:
To help individuals and families learn what is known about human
growth, development, and behavior in the family setting throughout
the life cycle is the main purpose of family life education. Learning
experiences care provided to develop the potentials of individuals in
their present and future family roles. The central concept is that of
relationships through which personality develops, about which
individuals make decisions, to which they are committed, and in which
they develop self-esteem (p.211).
Family life education can exist in a variety of settings including faith
communities, social services, health care and community education. Family life
education has been identified as an essential field of helping individuals, families and
communities. However, the biggest struggle faced by family life educators is the lack of
awareness and understanding of who they are (Cassidy, 2009).
A conceptualization of the domains and boundaries of family life education was
presented by Myers-Walls et al. (2011). The boundaries focused on the actual tasks
exercised by family life educators, family therapists, and family resource managers. The
10 content areas of family education, as identified by NCFR, were used as a basis for
discussing the role of family life educators. The 10 FLE content areas include:
(a) families and individuals in societal contexts;
(b) internal dynamics of families;
(c) human growth and development across the lifespan;
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(d) human sexuality;
(e) interpersonal relationships;
(f) parenting education and guidance;
(g) family resource management;
(h) family law and public policy;
(i) professional ethics and practice; and
(j) family life education methodology.

Why?
The main goal of the intervention would be to educate men and their communities
about the importance of intimacy. Men would be taught strategies for developing and
maintaining intimacy in close relationships. When working with other health care
professionals such as physicians and/or health educators, the goal would be to stress the
importance of cultural competency. Cultural competence would encourage professionals
to understand both the culture of the targeted population and broader cultural perceptions
of the targeted population. Also, professionals should have an understanding of their
own biases and ignorance about the Black community. Moreover, it is important for
professionals of African descent to be aware of the cultural differences within the Black
community. Cultural sensitivity is an essential part of the Healthy People 2020 initiative
(Parchment, 2004).

87

What?
In regards to screening intentions among Black men, the family life educator
would focus on nine of the ten content areas discussed above. All the content areas except
parenting education and guidance would be appropriate for this program. At the basic
level, the family life educators in this intervention would be able to exercise the content
areas identified by the National Council on Family Relations’ (2009) for the Certified
Family Life Education exam:


Families and individuals in societal contexts
- Recognize the reciprocal interaction between individuals, families
& various social systems (health, legal, education, and
religious/spiritual).



Internal dynamics of families
- Assess family dynamics from a systems perspective.



Human growth and development across the life span
- Recognize the impact of individual health and wellness on
families.



Human sexuality
- Address human sexuality from a value-respectful position.



Interpersonal relationships
- Develop and implement effective communication, problem
solving, and conflict management strategies.



Family resource management

88

- Identify personal, familial, professional and community resources
available to families.


Family law and public policy
- Identify current law, public policy and initiatives that regulate and
influence professional conduct and services and those that affect
families.



Professional ethics and practice
- Demonstrate respect for diverse cultural values and ethical
standards.



Family life education methodology
- Employ techniques to promote application of information in the
learner’s environment.

When?
For the most part, this program would be provided when requested by churches,
schools, community organizations and medical settings. Family life educators would
need to market their services to organizations that interact with men of African descent.
Marketing involves building relationships and an awareness of the services offered
(Pawel, 2009).

For Whom?
Intimacy is a basic human need (Strong, DeVault, & Cohen, 2010), and therefore
education on relationships would apply to persons across the lifespan. Given this
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particular research study, priority may be given to men 21 years and above, particularly
young adults. In the context of the study, young men should be specifically targeted as
they contemplate future screening. Based on Erick Erickson’s theory of psychosocial
development, young adults are generally in a stage pre-occupied with exploring personal
relationships and managing committed relationships with other people. Successful
resolution of this stage would result in the ability for young adults to form lasting
meaningful relationships with other people, and learning to love (Cherry, 2005). Each
psychosocial stage builds on the skills learned in the previous stage. In this case, the
previous stage is identity vs. confusion. Therefore, based on Erickson’s theory, it would
be important for young adolescent boys to develop a sense of personal identity before
moving into the stage of intimacy (Cherry, 2005). Family life educators could work with
adolescents to facilitate self-discovery and personal identity and other needs that may
arise across the lifespan (for example: intimacy). The role of the family life educator is to
facilitate healthy psychological, social, and emotional growth and development across the
lifespan.

How?
Sessions could be held at churches, health centers, hospitals, community centers
and any setting convenient to the men being served. The program should be easily
adaptable to the various needs of Black men and their families. Adaptations would be
considered for men with prostate cancer screening intention, men who are deciding on a
treatment, cancer survivors, and men who are facing mortality.
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Conclusion
An ecological-backed model for assisting African American and Immigrant Black
men and their families who are at risk for prostate cancer and who may be living with
prostate cancer was discussed. Family life educators could provide education to Black
men, their families and healthcare providers that work with them to promote culturally
relevant information. Educational programs could be offered in churches, community
centers, medical settings and other convenient locations. Intimacy is a basic need for
humans across the lifespan; educational programs could be adapted to suit the need of
patients based on the current stage of development. Though the implications discussed
relate to family life educators, a collaboration with other professionals is encouraged.
Collaboration with health educators and physicians would allow the program to attend to
the needs of the various systems that play a role in the development of Black men.
Interventions should be developed with the ultimate goal of reducing disparate mortality
among Black men in the U.S. population.
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APPENDIX A
DEMOGRAPHICS

Ethnicity
Please select the racial origin or ethnicity of you and your biological family, and
choose one option that best describes you. (Place a CHECK () in the appropriate box):
You
White Non –
Hispanic
Black/African
American
African
West
Indian/Caribbean
Latino/Mexican
American
Puerto Rican
South/Central
American
Cuban
Asian
American Indian
Native
Hawaiian/
Pacific Islander
Other, please
specify:_______

Age:______________________

101

Income
To get a picture of people’s financial situation we need to know their general range of
income. Now, think about all possible sources of income for your family for last year.
CHECK () the response that comes closest:
[ ] Less than $5,000

[ ] $5,000-10,000

[ ] $10,000-15,000

[ ] $15,000-20,000

[ ] $20,000-25,000

[ ] $25,000-30,000

[ ] $30,000-35,000

[ ] $35,000-40,000

[ ] $40,000-45,000

[ ]$45,000-50,000

[ ] $50,000-60,000

[ ] $60,000-70,000

[ ] $70,000-80,000

[ ] $80,000-90,000

[ ]$90,000-100,000

[ ] $100,000-125,000

[ ] $125,000-150,000 [ ] $150,000-175,000

[ ] $175,000-200,000

[ ] $200,000-250,000 [ ] $250,000-300,000

[ ] $300,000-350,000

[ ]More than $350,000

Education
What was the highest grade of school or college that you, your father and mother (who
raised you) completed? Please place a CHECK () in the appropriate box:
You
Less than High
School
High School diploma
or equivalent
Some college
AA degree
Bachelors degree
Master or
professional
Access to health insurance
Do you currently have health insurance?

Yes / No
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Religious Attendance
How often do you go to religious services?









Several times a week
Once a week
2-3 times a month
About once a month
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Several times a year
About once or twice a year
Never

APPENDIX B
CANCER SCREENING INTENTION SCALE-PROSTATE

The Digital Rectal Exam (DRE) is when a gloved finger is inserted in your anus to
examine your prostate. The next questions are about the DRE.
Please CHECK () if you Strongly
agree, Agree, Disagree, or Strongly
disagree with the following
statements:
I intend to get a DRE this year.
I believe that getting a DRE will
benefit me.
I have already scheduled an
appointment to get a DRE this year.
Getting the DRE and the blood test
for prostate cancer will help find
prostate cancer early.
Getting the DRE and the blood test
for prostate cancer will keep me from
worrying about getting prostate
cancer.
I believe that a DRE will be harmful
to me.
Getting the DRE and the blood test
for prostate cancer will keep me from
worrying about getting prostate
cancer.
I believe that getting a DRE and the
blood test for prostate cancer will
lower my chances of getting prostate
cancer.
I believe that the DRE will be a
painful experience for me.
DRE is embarrassing to me.
Thinking about getting the DRE
scares me.
I think most African American
(Black) men don’t know about the
104

Strongly Agree Disagree Strongly
Agree
Disagree

DRE and the blood test for prostate
cancer.
The hours at my job will keep me
from getting the DRE and the blood
test for prostate cancer.
Lack of transportation will keep me
from getting the DRE and the blood
test for prostate cancer.
I believe that it is completely up to
me whether or not I have a DRE and
the blood test for prostate cancer.
I am confident that I will be able to
get a DRE.
I believe that it would be worthless
for me to have a DRE.
The people in my life whose opinions
I value think I should have a DRE.
Most of my male family members and
friends have had a DRE.
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APPENDIX C
INTERPERSONAL RELATIONS SUBSCALE

This questionnaire contains statements about your present way of life or personal habits.
Please respond to each item as accurately as possible, and try not to skip any item.
Indicate the frequency that you engage in each behavior. Please place a CHECK () in
the appropriate box:
Never
Discuss my problems and concerns
with people close to me.
Praise other people easily for their
achievements.
Maintain meaningful and fulfilling
relationships with others.
Spend time with close friends.
Touch and am touched by people I
care about.
Find it easy to show concern, love,
and warmth to others.
Find ways to meet my needs for
intimacy.
Get support from a network of
caring people.
Settle conflicts with others through
discussion and compromise.
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Sometimes Often Routinely

APPENDIX D
CES-DEPRESSION SCALE – IOWA FORM

Never

I felt depressed.
I felt that everything I did was an
effort.
My sleep was restless.
I felt lonely.
I was happy.
People were unfriendly.
I enjoyed life.
I did not feel like eating. My appetite
was poor.
I felt sad.
I felt that people disliked me.
I could not get “going.”
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Hardly
ever

Some
of the
time

Most
of the
time

APPENDIX E
PROSTATE CANCER KNOWLEDGE INSTRUMENT

Please CHECK () if the following statements are True or False:
True
The prostate is located between the bladder and penis,
in front of the rectum.
If you have brothers or sons they are at higher risk for
prostate cancer.
A man can have prostate cancer without having any
pain or symptoms.
Antibiotics can be used to cure prostate cancer.
Surgery or radiation can cure prostate cancer in its
early stage.
Prostate cancer treatment can increase your sex drive.
Eating soybean products such as tofu and soymilk can
lower the risk of prostate cancer.

108

False

APPENDIX F
POWE FATALISM INDEX

Please CHECK () Yes or No to the following questions:
Yes
I think if someone is meant to have prostate cancer, it
doesn't matter what kinds of food they eat, they will get
prostate cancer anyway.
I think if someone has prostate cancer, it is already too late
to get treated for it.
I think someone can eat fatty foods all their life, and if they
are not meant to get prostate cancer, they won't get it.
I think if someone is meant to get prostate cancer, they will
get it no matter what they do.
I think if someone gets prostate cancer, it was meant to be.
I think if someone gets prostate cancer, their time to die is
soon.
I think if someone gets prostate cancer, that's the way they
were meant to die.
I think getting checked for prostate cancer makes people
scared that they may really have prostate cancer.
I think if someone is meant to have prostate cancer, they
will have prostate cancer.
I think some people don't want to know if they have
prostate cancer because they don't want to know they may
be dying from it.
I think if someone gets prostate cancer, it doesn't matter
whether they find it early or late, they will still die from it.
I think if someone has prostate cancer and gets treatment
for it, they will probably still die from the prostate cancer.
I think if someone was meant to have prostate cancer, it
doesn't matter what doctors and nurses tell them to do, they
will get prostate cancer anyway.
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No

I think if someone is meant to have prostate cancer, it
doesn't matter if they eat healthy foods, they will still get
prostate cancer.
I think prostate cancer will kill you no matter when it is
found and how it is treated.
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APPENDIX G
MEDICAL MISTRUST
The following statements are views related to how you generally feel about health care
organizations. Please read the following statements and indicate whether you: strongly
disagree, disagree, agree, or strongly agree.

Please place a CHECK ()
in appropriate box.
You’d better be cautious
when dealing with health care
organizations.
Patients have sometimes been
deceived or misled by health
care organizations.
When health care
organizations make mistakes
they usually cover it up.
Health care organizations
have sometimes done harmful
experiments on patients
without their knowledge.
Health care organizations
don’t always keep your
information totally private.
Sometimes I wonder if health
care organizations really
know what they are doing.
Mistakes are common in
health care organizations.

Strongly Disagree Agree Strongly
disagree
agree
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